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Executive Summary

The State of Maryland’s Department of Health andtdeHygiene (DHMH) has commissioned a
Comprehensive Evaluation of the Cigarette RestituEiund Program (CRFP). The evaluation covers the
Program’s Tobacco Use Prevention and Cessatiorrdrogl obacco Program), Cancer Prevention,
Education, Screening, and Treatment Program (Cdogram), and its Minority Outreach and
Technical Assistance (MOTA) Program. This repoghtights the findings of the Comprehensive
Evaluation, which describe the progress that has beade since the CRFP began in 2001.

Six overarching questions are addressed in thispteimensive Evaluation:
1. To what extent were the tobacco and cancer godl3 me

2. To what extent was minority outreach and partiégrasichieved?

3. How well did the local community health coalitionsrk?

4. What impact did funding levels for the cancer avtghtco local public health programs, and the
statutory limitations on shifting funding among qoonents have on program implementation and
effectiveness?

5. How well did the Statewide Academic Health Centeosk?
6. How well did the administration of the program w¢8tate and local)?

Within each of the six overarching questions, tleresub-questions that represent both process and
outcome focused evaluations. It should be notednibizall sub-questions are germane to all three
programs. Some pertain only to one or two of tmedlprograms. The following sections highlight the
findings on each of the three programs and theneaddverall administration of the CRFP.

Tobacco Program
Evaluation Question 1. To what extent were Tobacco goals met?

The CRFP Tobacco Program set goals related to radgdnitiation and use of tobacco products by
Maryland youth and adults, and reducing negativesgarities in tobacco use. Most of these goals were
met or exceeded. The Program has met its goal tplement and sustain community-based Tobacco
programs in each jurisdiction throughout MarylandAlthough the media and countermarketing
component of the Tobacco Program has undergone apesduring the course of the program,
Maryland adults are being exposed to media messaEsit risks of using tobacco and to CRFP
media messages about the statewide Quitline.

» The Tobacco Program goals for reducing initiatiboigarette use and smokeless tobacco use among
youth under the age of 18 were exceeded for 20028606, but there was very little change in
initiation of smokeless tobacco use over time.

0 There was a 49.1% decrease in initiation of ciganete among middle school students and a
38.0% decrease in initiation among high schoolestiglfrom 2000 to 2006.

0 There was a 2.7% decrease in initiation of smokeielsacco use among middle school students
and a 2.9% decrease in initiation among high schtualents from 2000 to 2006.
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Underage Youth Initiation Behavior Trends
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* The Tobacco Program goals for reducing cigaretiakgémy and smokeless tobacco use among
Maryland youth and adults were partially met.

0 The goal estimates for reducing current smokingadence among middle school and high
school youth were exceeded for each year and dwsneoking decreased significantly during
each survey year from 2000 through 2006 for botiugs.

0 The goal estimates for reducing current smokingademnce among adults were exceeded for
each year, and adult cigarette smoking prevalerasesignificantly lower in both 2002 and 2006
than it was at baseline in 2000.

0 The goal estimates for reducing current smokel#ssdco use among middle school youth and
adults were met in 2002, but were not met for ligihool students during that year. Current
smokeless tobacco prevalence remained low acriogsaat.
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Current Cigarette Smoking Trends Among Underage You  th and Adults
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» Overall, from 2000 to 2006, there were some redustin disparities between ethnic and racial
minorities, as well as between males and femalesax current tobacco users.

o Current tobacco use prevalence among all groupdomaes in 2006 than in 2000, and this
difference was significant among White, African Aigan, and Hispanic adults, as well as for
males and females.

* Maryland adults have seen or heard media messhgesrésks of tobacco use and the availability of
cessation support through their local health depants.

o Current smokers are significantly more likely tavb&een or head these messages than the
general public or non-smokers.

» The State has mad progress toward the goal of irgltmlerance and promotion of tobacco use
0 There were significant increases in the perceadaofts that strongly agree that cigarette smoke is

harmful to children each survey year from 2000@6&and significant decreases in the percent
of smoker households with minor children in the lednom 2000 to 2002 and 2006.

Contract Number: DHMH/OCPMP-06-9044 Executive Suanyn 3



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

Progress toward Reduction of Tolerance and Promotio n of Tobacco Use
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Although it is not possible to determine whethemgram activities have had a direct effect on tobaec
related risk behaviors throughout Maryland, therealie been positive changes among youth, adults,
and minority populations since the inception of th@ogram. Program tracking data indicates that
youth and adults participate in CRFP school-basedbacco programs, and adults and priority
populations participate in CRFP cessation programs.

Local Public Health Component Activities

Community-based program activities accomplishetbad reach over the course of the Program
through community coalition, faith-based, and selb@md smoke reduction programs. The program
attendance to these program activities reached 538 since FY2004. Community-based program
activities fluctuated with local public health fund.

School-based activities implemented by local tobgmograms include education, peer programs,
smoking cessation programs, staff training, cessatind reinforcement of school tobacco policies.
Program activities target not only youth, but aslilts through college programs and education
activities for parents of pre-kindergarten students

Merchant education on youth access and produceplast laws is provided under the enforcement
element of the local Tobacco programs. Prograntsaaducted compliance checks, and issue
citations to merchants for noncompliance with sgéesduct placement and clean indoor air laws and
to youth for tobacco possession

Local cessation activities included conducting agea groups, providing cessation counseling, and
providing smoking cessation aids to individuals wieed them to quit. A total of 70,696 attendees
have received either group or individual cessatimmseling and classes through the local Tobacco
programs.
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Statewide Tobacco Outcomes

Underage Youth Outcomes

* From 2000 to 2006, current smoking prevalence ammaidgle school youth has been cut nearly in
half (49%); among high school youth, there has l@86% reduction in prevalence from baseline to

2006.

0 The reduction in current smoking trend holds fothbmales and females across both middle

school and high school

e Current use of other forms of tobacco has remdmedr decreased over time.

o Current use of smokeless tobacco is very low amnmoidiglle school and high school youth overall
(~2% and 5%, respectively) and has not changedfisigmntly over time for either group.

o Among middle school and high school youth, curggar smoking has decreased over time,
likely significantly each survey year since 2000.

o0 Statewide current use of any form of tobacco amuitlylle and high school youth declined
significantly from 2000 to 2006, from 2002 to 20@&d possibly from 2000 to 2002 as well.

* There has been a significant decline over tim&éngercent of youth reporting early smoking
initiation (i.e., prior to age 11) and significantreases in middle school and high school youtb wh
report not being open to smoking over time.

Trends in Not Open to Smoking Among Underage Youth
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» Current cigarette smoking prevalence was signiflgdower in both 2002 and 2006 than it was at
baseline, and prevalence of adult smokeless tohzs®Eoemained at approximately 1% over time.
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0 The reduction in the current smoking trend holdstiales, females, and minority individuals.

Current Smoking Trends Among Maryland Adults
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» Current tobacco use declined significantly amomg/alryland adults from 2000 to 2006, with
significant declines in current tobacco use amoates) females, and minorities during this time
period.

* While attempts to quit are declining across theesthe likelihood of succeeding in an attemptud g
seems to be improving. Although there is no nehgbdrom baseline to 2006 in the percent of adults
that indicated they attempted to quit smoking dyitiee past 12 months, there was a significant
increase in the percent of adults indicating thaythad successfully quit smoking.

» The proportion of households that have rules agamsking in the home increased significantly
each survey year since baseline, and this wastreiall, among minority households, and among
households in which there is a smoker.

Economic Impact of the Tobacco Program

* For every individual who does not start smokingwbio quits smoking, there is a real impact on the
economy of Maryland over the individual's lifetin@verall, it is estimated that smoking costs
Maryland over $2.2 billion in adult medical expemdés and over $3 million in neonatal medical
expenditures annually. Added to the excessive maédast of smoking are productivity loss and the
value of potential years of life lost, which ar¢iresited to be $1.8 billion and $10.6 billion eacasy;
respectively, the total annual cost of smoking iariand exceeds $14 billion. It is estimated that
$967 million in adult medical expenditures and $hiffion in neonatal medical expenditures can be
saved annually if smoking prevalence in Marylanteduced to the target level set by the Maryland
Health Improvement Plan 2000- 2010 (MDHMH, 2001).
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Maryland Quitline

» Between June 2006, when the Maryland Quitline wasro place and January 2007, 1,964 tobacco
users called the Quitline, and most of the calhexsrd about the Quitline through television or eadi
advertising.

In accordance with the statutory requirements, M#&md’'s CRFP Tobacco Program follows CDC
recommendations in terms of program components. eer, Maryland’'s funding of its tobacco

control program and most of its elements have beemsistently under-funded with respect to CDC'’s
recommended levels.

* Maryland’s tobacco control programs have been cbatly under-funded. In FY2005 and FY2006,
the overall budget was approximately one third batis recommended by CDC using the lower
range of recommended per capita expenditures.

Smoking prevalence among Maryland adults has beengistently lower than the national prevalence.
Additionally, Maryland’s adult smoking prevalence lower than its neighboring states and Maryland
compares favorably with some of the states thatdnanore stringent clean indoor air laws, those with
higher tobacco taxes, and those that spend more eyoper capita on tobacco control. Maryland has a
lower youth smoking prevalence than the nation, acompares favorably to its neighboring states with
respect to this measure.

Although the goals of the Tobacco program are settlze State level, local program coordinators are
familiar with, and depend upon State and local léyeevalence data, as well as the CDC Best Prastice
guidelines, and coalition member input to plan thébcal program activities.

» State level surveillance and evaluation activitiage provided youth and adult tobacco surveys in
2000, 2002, and 2006.

o Availability of adult and youth tobacco data onrim&l schedule would be sufficient for most
local program planning needs.

Statewide policy measures that have helped the TobaProgram include a statewide smoking ban in
which smoking is not allowed in most indoor publitaces, statewide policies that limit youth accéss
tobacco products, and a 2003 tax increase on citfae A statewide indoor smoking ban was passed by
the General Assembly during the 2007 legislativesen.

* In 2007, Maryland’'s General Assembly signed afbilla statewide smoking ban on all indoor public
places.

» The tax increase on cigarettes in 2003 may hayeedeleduce cigarette sales in the State, but a
continuing effect may be moderated by reductiorBromgram funding.

Contract Number: DHMH/OCPMP-06-9044 Executive Suanyn 7



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

Millions of Packs of Cigarettes Sold in Maryland and Total CRFP Tobacco Funding
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The main factors that have helped program implematinin at the local level are having the support of
the local health department, capable and knowledplea subvendors and staff, and funding to
implement their programs. The main factor that hasindered local program implementation is
funding fluctuations, which make it difficult for pograms to maintain subvendor relationships and
consistent staffing for their programs.

The main change to the Tobacco Program that locabgrams would like to see is for the State to
loosen the grant specified funding requirements @t programs have more flexibility to tailor their

programs to the needs of their communities. Othdnanges included improving and increasing
communication between local programs and the Statel among local programs, reducing reporting
requirements, and increasing training opportunities

Evaluation Question 2. To what extent was minority outreach and participation achieved?

Local Tobacco programs are conducting activitiesgpecifically target minorities in their jurisdictins.
Cessation programs in the jurisdictions are serviagpropriate proportions of minority individuals,
and the proportion of minority individuals particigting in cessation groups has increased over time.

» Adult minority current smokers in Maryland reporegter intentions to quit smoking within the next
one to six months, and are less likely to repovirigano intention to quit smoking than the general
Maryland population, though these differences atesignificant.
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General and Minority Adult Intent to Quit Smoking, 2006
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* Minority individuals between the ages of 18 anda®® significantly less likely to ever have tried a
cigarette than the general population.

» Current cigarette and tobacco use among Minoritjtads similar to that of the general population.

Prevalence Among Maryland's General and Minority Ad  ult Populations, 2006
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The main factor that helps local Tobacco progranmsgrovide community outreach is having coalition
members that can provide links to the community. M®s role in helping to recruit minority
individuals onto the coalitions is an important onr the Tobacco Program. Most local Tobacco
coordinators are satisfied with the efforts of MOTIA supporting this activity, but some indicatedah
they have some difficulties communicating with andderstanding the role of their MOTA vendors.
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The main change to minority outreach suggested I tLocal Tobacco program coordinators was
improved communication between the local MOTA pragis and the local Tobacco programs.
However, many local Tobacco program coordinators dot see any need for changes to minority
outreach.

Evaluation Question 3. How well did the local commu nity health coalitions work?

Across Maryland, tobacco coalition memberships shethinic and racial diversity of memberships that
are consistent with the proportion of each raciaha ethnic group in the State population. Various
community organizations, including local health dagments, health care providers, non-profit and
faith-based organizations, schools, and other agesscare represented on the local Tobacco coalitions
Local Tobacco coalition members contribute to locptogram planning by providing ideas and
suggestions, helping to create the annual plansdaoroviding important links to the community for
the Tobacco Program.

* Representative proportions of African American &ladive American coalition members were
achieved overall each year. The proportion of Higglaatino membership fell short of the
population proportion in FY2002 and FY2005. Thegadion of Asian membership fell short of the
population proportion in all years but FY2006.

Minority Representation on Local Tobacco Coalitions
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The main factors that contributed to the successtioé local Tobacco coalitions include the coalition
members’ connections with the community, the traigi and guidance that they receive from the local
health departments, and the commitment that theyw&ado supporting tobacco control in Maryland are
the most important facilitators for the coalitionsThe main factors that hindered the success of the
local Tobacco coalitions included the time consigs that make it difficult for coalition members to
take more active leadership roles, and the diffiguin finding meeting times to accommodate all biet
members of the coalition.

The suggested coalition changes from the local padive included having more community members
not associated with organizations that receive fumgl on the coalitions and increased leadership rele
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taken on by coalition members. From the State pe&dve, having a funded position at local health
departments to provide support to coalitions oraiternatively have one funded position that provle
support to coalitions across regions would be a ékcial change to the Tobacco coalitions.

Evaluation Question 4. What impact did funding leve Is for the Tobacco local public
health programs, and the statutory limitations have on program implementation and
effectiveness?

Local Tobacco program coordinators and Local Heal@ificers indicated that fluctuations in funding
levels are a barrier to program performance becaubey make it difficult for programs to maintain
full time staff for their programs, and to maintairinterest among subvendors. Some local health
officers indicated that the lack in flexibility forhow funds can be spent by local programs makes it
difficult for local programs to fund interventionsnd activities that they think will be effectiveubthat
don't fall neatly into the funding categories.

¢ The CDC recommends a minimum funding level of $30ilion per year for a comprehensive State
Tobacco program in Maryland. CRFP Tobacco fundiag) tanged from a high of $20.2 million in
FY2003 to a low of $9.9 million in FY2005 and FYZ®t the same time, the tobacco industry
continues to increase its expenditures to promoteksg in the State.

Tobacco Industry Promotion and Advertising Spending, CRF Tobacco Program Funding Levels, and CDC Recommended
Funding Levels for the State of Maryland
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Cancer Program
Evaluation Question 1. To what extent were Cancer g  oals met?

The CRFP Cancer Program set goals related to recgcmortality due to the seven targeted cancers
and providing no-cost screenings to uninsured andder-insured individuals throughout Maryland.
While the goal for a reduction in mortality due t@ancer overall was exceeded for each year,
accomplishments of goals for provision of screensngere mixed.
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* The Cancer Program MFR goals for reducing the dvesacer mortality rate in Maryland were
exceeded for each year in which goals were set.

o0 Although the mortality rate in Maryland has remaimégher than the nation, Maryland’s
mortality rate due to all forms of cancer decreasach year from 2001 through 2004, and
appears to have stabilized in 2005.

o Compared to other states and the nation, Marylamdidality rate due to all forms of cancer
improved from a relative ranking of 1Hiighest to 28 highest in the nation.

0 The overall cancer mortality rate for each year lwagr than the DHMH Cancer Program goal
estimates for 2003 through 2005.

Maryland MFR Estimated Cancer Mortality Rates, Actu  al Maryland Cancer
Mortality Rates, and National Cancer Mortality Rate s CY2001-CY2005
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» The Cancer Program goals for reducing cancer nigrthle to six of the targeted cancers in CY2003
were partially met.

0 Mortality rates due to colorectal, breast, prostatal, and cervical cancers declined each year
from 2001 through 2003. Additionally, Maryland inoped from a relative rank of"highest
colorectal cancer mortality rate to"2dighest in the nation.

0 Mortality rates due to melanoma and other skin eemimcreased from 2001 to 2003.

0 2003 mortality rates for colorectal, prostate, aavical cancers were at or below the goal
mortality rates set by the Program for that year.
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Annual Cancer Mortality Rates by Type of Cancer and 2003 Maryland MFR
Mortality Estimates
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* With a few exceptions, most of the goals that veetefor provision of colorectal, breast, and priesta
cancer screenings for each year from 2003 throGgB 2vere met or exceeded.

o Colorectal cancer screening goals were exceedallyears but 2006.
0 Breast cancer screening goals were exceededypati$.

0 Prostate cancer screening goals were exceedeldysaas but 2003.

Although it is not possible to determine whetherogram activities have had a direct effect on
screening behaviors throughout Maryland, there habeen some increases and some decreases in
population based screening trends over time.

Colorectal Cancer

* In 2001, there were 20 jurisdictions providing eeldal cancer education and 20 jurisdictions
providing colorectal cancer screenings. In 2006retwere 22 jurisdictions providing colorectal
cancer education and 22 jurisdictions providingoettal cancer screenings.

» Between 2001 and 2006, there were 255,860 atteradi€eRF Cancer Program one-on-one or group
education sessions about colorectal cancer, andRfeCancer Program provided 17,409 no-cost
colorectal cancer screenings to Maryland residents.

» According to BRFSS, there has been a decreasing tfecolorectal cancer screenings using FOBT
kits, but an increasing trend of colorectal carsoeeenings using sigmoidoscopy or colonoscopy in
Maryland.

0 These findings mirror the trends of screening miovi through the Program: while there has
been a decrease in the provision of FOBT screenthgee has been an increase in provision of
colonoscopy screenings.
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Maryland Colorectal Cancer Screening Rates 1999-200 4
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Breast and Cervical Cancer

» Between 2001 and 2005, the number of jurisdictimesiding education about breast and cervical
cancer increased from three to 11, and the numbeiding screenings increased from one to five.

* Between 2001 and 2006, there were 54,661 atteral€eRF Cancer Program one-on-one or group
education sessions about breast and cervical gaarw@the CRF Cancer Program provided a total of
8,177 no-cost breast cancer screenings and 3,6€83ta@ervical cancer screenings to women in
Maryland.

* According to BRFSS, there is a consistently high od breast and cervical cancer screenings among
women in Maryland.

Maryland Breast and Cervical Cancer Screeing Rates ~ 1999-2004
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Prostate Cancer

In 2001, there were two jurisdictions providing edtion about and screenings for prostate cancer. In
2006, there were 10 jurisdiction providing educatdout and six jurisdiction providing screenings
for prostate cancer.

Between 2001 and 2006, there were 57,037 atterad€eRF Cancer Program one-on-one or group
education sessions about prostate cancer.

Between 2001 and 2006, the CRF Cancer Programdao\a total of 5,486 no-cost prostate cancer
screenings to men in Maryland.

According to BRFSS, the percent of men indicathmg they had received a prostate-specific antigen
test (PSA) increased significantly from 1999 to 208ut decreased significantly in 2004.

Maryland Prostate Cancer Screening Rates 1999-2004
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Oral Cancer

In 2001 there was one jurisdiction providing edigatbout, and two jurisdictions providing
screenings for oral cancer. In 2006, there wergusigdictions providing education about, and three
jurisdictions providing screenings for oral cancer.

Between 2001 and 2006, there were 10,988 atterad€eRF Cancer Program one-on-one or group
education sessions about oral cancer.

Between 2001 and 2006, the CRF Cancer Programdeo\a total of 6,105 no-cost oral cancer
screenings to Maryland residents.

According to The Maryland Cancer Survey, the nundierdults age 40 and over indicating that they
had ever had an oral cancer screening remainelg stah3% from 2002 to 2004. There was also no
significant change in the prevalence of annual caatcer screenings from 2002 (33%) to 2004
(34%).
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Skin Cancer

* In 2001, there was one jurisdiction providing edigscaabout skin cancer. In 2006, there were 15
jurisdictions providing education about skin cancer

» Between 2001 and 2006, there were 78,440 atteradé&RF Cancer Program one-on-one or group
education sessions about skin cancer.

* Between 2001 and 2006, the CRF Cancer Programda@\a total of 2,004 no-cost skin cancer
screenings to Maryland residents.

» According to the Maryland Cancer Survey, adultsaryland are showing increases in behaviors to
protect themselves against skin cancer.

0 There was a significant increase in adults repgriinleast one protective measure to reduce the
risk of skin cancer from 2002 to 2004.

o From 2002 and 2004, there was a significant ineréaadults reporting that they always or
nearly always avoid the sun between 10:00 AM a0@ #M.

0 The number of adults reporting that they alwaysearly always wear protective clothing when
outdoors for an hour or more on a sunny day inegagnificantly from 2002 to 2004.

o Although the increases were not significant, thogécating that they always or nearly always
use sunscreen with a SPF rating of 15 or highefyar indicated that they wear a hat that
shades their face, ears and neck when outdooesased from 2002 to 2004.

Skin Cancer Protective Behaviors 2002-2004
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Although the goals of the Cancer program are setthé State level, local program coordinators are
familiar with, and depend upon State level inciden@nd mortality data, as well as evidence-based
screening recommendations, available guidelinestadand coalition member input to plan their local
program activities. State level surveillance andalation activities have ensured that sufficient
updated data is available to the local programs.

* The Surveillance and Evaluation Unit establishextesys for data collection and dissemination of
findings to local programs and stakeholders. Thi &rcomplished the following:

o Computerized tracking systems were created toatdideal screening activity data and local
education activity data that can be examined ajuttiediction and State level.

0 Baseline and annual follow-up cancer studies wagaemented to provide information on cancer
incidence, mortality, and stage of disease at disignstatewide screening levels, public health
evidence, and public health interventions for tiees targeted cancers.

o0 In 2002 and 2004 (and planned for 2006), the Mag/i@ancer Survey, a population-based
survey examining cancer risk and screening behaimoaryland, was fielded.

0 In 2003, a physician survey to help explain findifiggm the Maryland Cancer Survey was
fielded.

o In 2005, a trailer park survey and a Latino CarBiavey were fielded to assess cancer risk and
screening behaviors of individuals most likely &l fn the target population of the Cancer
Programs (low SES, uninsured, or underinsured).

According to local Cancer program coordinators amacal health officers, the main factors that have
helped Cancer Program implementation at the localél are having the supportive relationships with
care providers, having knowledgeable and capabbdfshaving funding to implement their programs,

and having good communication with and support frodHMH. The main factors that have hindered

local Cancer program implementation are lack of fdimg to support screening demands in
communities and to support treatment of cancers ttlae detected through the programs’ screening
activities, and funding fluctuations which create@blems with program planning and continuity.

Most of the Cancer Program changes that local Canpeogram coordinators suggested were
administrative in nature. The biggest concerns aratjuests for change related to funding. Other
suggested changes included reducing reporting regments and clarifying the goals and vision of the
Program including specification of the local goatss well as the overarching statewide goals.

Evaluation Question 2. To what extent was minority outreach and participation achieved?

Overall, the proportion of minorities served throbghe education and screening activities of the CRF
Cancer Program exceeded the proportion of minoritien the State. The overall cancer mortality rate
for African Americans has declined each year sint899. Although African Americans continue to
suffer a higher mortality rate due to cancer thaniies in Maryland there has been a reduction in $hi
disparity over time.
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* Since 2001, a total of 251,858 minority individuatseended one-on-one or group cancer education
sessions and 21,780 cost-free cancer screeninigeemwere provided to minority individuals.

Proportion of Education and Screening Activities Pr ovided to Minorities
100.00% -

90.00% -

80.00%

70.00% -
60.00% - 57% 29% 58% 59% 57% 58%

519 529 5196 .
S000% T 4oy 459 ] ] 1 47
40.00% - 359
319
30.00% -

Percent Who Were Minorities

20.00% -

10.00% -+

0.00%

FY2001 FY2002 FY2003 FY2004 FY2005 FY2006 Total
Year

‘D Education Attendees who were Minorities O Screenings Provided to Minorities ‘

Source: DHMH Cancer Education and Screening Databases, November 2006; DHMH Breast and Cervical Cancer Database, April 2006

» The Cancer mortality disparity is decreasing betw&fgican American and White Marylanders, as
noted by the greater decline in mortality ratesAfsiican Americans. However, the cancer mortality
rates among African Americans remain higher tharWabites.

Maryland Cancer Mortality Rates Overall, among Whit  es, and among African
Americans
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The main factors that help local Cancer programs poovide community outreach are working with
faith-based and community organizations, taking audally appropriate perspectives on outreach, and
opportunities to conduct outreach in person and &to-face. The main barriers identified to providin
community outreach to minority populations are coeting health priorities for minority populations
and lack of minorities in some jurisdictions.

The main changes to minority outreach suggestedtbg Local Tobacco program coordinators were
provision of additional training and technical assiance around reaching hard to reach minorities,
and to assist with working around language barrierén smaller jurisdictions, where traditional
minority populations are sparse, local Cancer pregns suggested that redefining “minority” may
enhance their abilities to conduct outreach to othanderserved populations. DHMH CRFP staff
suggested that coordinating needs and expectatibesveen local programs and MOTA could help
enhance outreach.

Evaluation Question 3. How well did the local commu nity health coalitions work?

The Cancer Program local health coalitions constintontained representative proportions of African
American and Native American members, but represgitn from Hispanic/Latino and Asian
populations fluctuated over time. Various communitprganizations, including local health
departments, health care providers, non-profit arfdith-based organizations, schools, and other
agencies are represented on the local Cancer cmalg. Coalition members assist with program
planning and provide a link to the community thatkances the programs.

* While representative proportions of African Ameriand Native American coalition members were
achieved overall each year, the proportion of Higpaatino and Asian membership fell short of
their population proportions.

Minority Representation on Local Cancer Coalitions by Fiscal Year, and
Compared to 2000 Census
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» Local Cancer program coalitions meet an averadgewfor more times per year, and most coalition
members who responded to the Coalition Members eéyuattend at least one meeting per year.
Although, according to local Cancer program coaxthrs, the main reason that coalition members
joined the coalitions early on was because theyewserested in obtaining funding, over time, the
coalition members have become people who have ted/éisterest in cancer screening, prevention,
treatment, and education.

» Coalition members are an integral part of the plasnprocess for the local Cancer programs. They
assist in planning and development of the locagrms as well as providing input about the needs
of their communities.

The main factor that contributes to the success thie local Cancer coalitions is having service
providers on the coalition that can assist with pleing and implementation efforts. The factors that
hinder the success of the local Cancer coalitionglude difficulty in finding times for coalition
meetings that promote attendance, getting the mersalbe take more of a leadership role in some of the
Cancer program initiatives and trying to find waye keep members interested and participating over
time..

The suggested Cancer program coalition changes frim local perspective include more leadership
among the coalition members, greater representatmincommunity members (who are not receiving
funding) on the coalitions, and greater minority peesentation. From the State CRFP Cancer staff
perspective, local programs should try to utilizgisting coalitions and to combine coalitions from
other existing projects to the extent possible. Alfocal programs could enforce accountability dfet
coalition members by outlining planned activitiesrftheir coalitions to accomplish.

Evaluation Question 4. What impact did funding leve Is for the Cancer local public health
programs, and the statutory limitations have on pro gram implementation and
effectiveness?

Local Cancer program coordinators and Local Healtbfficers indicated that fluctuations in funding
levels are a barrier to program performance in thitey make it difficult to maintain project staffrad
provider networks. The Program funding levels halienited the number of screenings that local
programs provide and the types of cancers for whadreenings are provided, as well as the ability fo
programs to link individuals to treatment once caers are identified through screening. Local
programs report that they are unable to shift fumdj from screening to treatment, compounding this
issue.

* The number of screenings provided each year appeétstuate with funding levels for the local
public health component of the program.

» Currently, due to statutory limitations, the Steanot move funding that is not used by one
jurisdiction to another jurisdiction that is in mkeer has a waiting list for screenings.
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Annual Screenings Provided and Annual Funding of th e CRFP Cancer Local
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DHMH prepared annual budgets

Evaluation Question 5. How well did the Statewide A cademic Health Centers work?

Research GrantsCRFP awarded research grants to the Johns Hopkinsiersity (JHU) and the
University of Maryland (UM) to promote new investifons and support ongoing cancer research.
JHU had success in gaining new grants and dissenting research, but due to budget cuts, had less
success meeting their goals for funding new propissasing CRFP funds. UM met or exceeded its
goals related to conducting clinical research adties each year, but did not meet its goal for
increasing patient accrual into clinical trials ir2004. UM also met or exceeded most of its goals to
expand its scope of clinical research and enhanesearch dissemination under their Other Tobacco-
Related Diseases Research Grant.

Maryland Statewide Health NetworkCRFP awarded a grant to UM to support the Maryland
Statewide Health Network (MSHN). UM achieved its ajao have seven fully operational MSHN
offices by FY2004, and by FY2006, had establishédt@lemedicine linkages, exceeding its forecast
estimate. The MSHN indicated a 31% increase in at@ trials participation among the general
population and a 32% increase among participantsrn diverse populations. This indicates progress,
although it is short of the goals UM had set for. The MSHN established an objective to educate
individuals in Baltimore City and counties on thedstern Shore and Western Maryland about targeted
cancers and other tobacco-related diseases. The Imemof activities promoted and conducted met or
exceeded the goals for all years. Although upwaadsl0,500 were educated in each year, the number
of individuals reached fell slightly— a few hundred— short of the estimates in FY2003 and FY2004.

Cancer Local Public Health Grants:JHU focused on provision of prostate cancer educatiand

screening services. They met or exceeded the Sietetate cancer screening goals in FY2004 and
FY2005. They also met or exceeded the State mipqgpitostate cancer screening goals for FY2004
through FY2006. UM focused on provision of breashd cervical cancer education and screening
services. They met or exceeded the State breastarascreening goals (overall and minority) for
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FY2003 through FY2005, as well as the State cerlicancer screening goal (overall and minority)
that was set for FY2003.

Between FY2001 and FY2006, a total of 46,654 adendvere present at JHU’s one-on-one or group
education sessions focusing on prostate cancer.

JHU provided a total of 4,611 prostate cancer singetests between FY2001 and FY2006.

Its focus on minorities is evident in that 93.9%ltd prostate cancer screening tests were protided
minorities.

Between FY2001 and FY2006, a total of 26,275 attendvere present at UM’s one-on-one or group
education sessions focusing on breast and ceaceler.

UM provided 5,541 breast cancer screenings (93®ptiority individuals) and 2,210 cervical
cancer screenings (91.7% to minority individuaksiween FY2001 and FY2005.

Although UM provided oral cancer screenings in F&2through FY2004, they discontinued
provision of oral screenings as of FY2005.

MOTA Program
Evaluation Question 1. To what extent was minority outreach and participation achieved?

MOTA provides outreach and technical assistancerioority communities and promotes and
organizes participation of racial/ethnic minoritiesn tobacco and cancer coalitions.

* InFY2004, MOTA recruited 268 individuals to expaméhority representation on local health
coalitions. They added 52 recruits in FY2005 ande®9uits in FY2006.

Race/Ethnic Minorities Recruited to Join Local Heal  th Coalitions by MOTA
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» Almost 300 minority representatives for MOTA atteddocal CRFP Tobacco and Cancer coalition
meetings during FY2004 and over 200 representatitteaded in both FY2005 and FY2006.
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MOTA Representative Attendance to Local Health Coal ition Meetings
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* To build infrastructure and capacity, the MOTA mag provides educational focus groups, grant-
writing workshops to minority organizations andiinduals, as well as conducting and attending
Cultural Diversity Fairs.

0 There were at total of 166,319 attendees at cliltivarsity fairs put on by MOTA during
FY2005 and FY2006

MOTA Education, Infrastructure, and Capacity Buildi  ng Activities by Fiscal Year
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 MOTA provides training and technical assistance)(fedminority and faith-based organizations and
individuals to promote resource development. Thiathgir efforts in providing TA on writing and
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understanding grant applications, they assistear@@nizations in receiving grant awards between
FY2004 and FY2006. These activities may be drivethle availability of funding opportunities.

MOTA Resource Development Activities
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Overall Administration of the Program

Evaluation Question 1. How well did the administrat  ion of the program work?

The State Tobacco, Cancer and MOTA Program stafélf¢hat the infrastructure for managing the
Program is adequate. However, hiring and staff i€suhave been barriers to program management.
The State aims to provide support, training, anahaical assistance to the local Cancer, Tobaccodan
MOTA programs, and believe that they are providirggrvices that facilitate the planning and
implementation of the local programs. However, tBéate Tobacco Program staff feel that they do not
have adequate staffing to provide the level sersiteat the local programs expect to receive.

 DHMH training, oversight, and program support ammed as program facilitators by the local
Cancer program coordinators.

o0 Local Cancer program coordinators are satisfietl ¢ assistance and guidance, and technical
assistance and training provided by DHMH, as welihe availability and ability of DHMH staff
to answer their questions.

0 Local Cancer program coordinators would like far @ancer Education Database to be
simplified so that it consumes less staff time.

0 Local Cancer program coordinators are satisfietl thié clarity of instructions they receive for
writing annual proposals and for documenting progeativities.

» Regional Tobacco Program meetings were viewedpasgram facilitator by local Tobacco program
coordinators, and the level of guidance that pnogreeceive from the State Tobacco Program staff is
generally viewed as appropriate.
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0 Local Tobacco program coordinators would like teéhenore opportunities to network and
interact with other local programs.

o Tobacco program coordinators are mixed with resfeesatisfaction with the technical assistance
provided by DHMH, the availability of DHMH staff tanswer questions, the support from
DHMH for program planning, and trainings provided.

0 Tobacco program coordinators are mixed with resteesatisfaction with the clarity of
instructions that they receive for writing annuedgosals and for documenting program
activities.

* MOTA grantees view the training and technical dasrse they receive from DHMH, the availability
of DHMH staff when needed and the ability of DHMtdf§ to answer questions, and the support that
they receive from DHMH in program planning to beifigators for program planning and
implementation.

o All MOTA grantees indicated that they have receigethe form of training or technical
assistance from DHMH, but some would like more gaitk on building and sustaining
relationships with community organizations.

0 MOTA grantees are satisfied with the clarity oftiastions that they receive for writing annual
proposals and reporting program activities.
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Chapter 1: Introduction
1.1. Introduction

The State of Maryland’s Department of Health ancdhtdeHygiene (DHMH) commissioned a
Comprehensive Evaluation of the Cigarette RestituEund Program (CRFP). The evaluation covers
both of the CRFP’s overarching prograsmsthe Tobacco Use Prevention and Cessation Program
(Tobacco Program) and the Cancer Prevention, Educ&creening, and Treatment Program (Cancer
Program), in addition to the Minority Outreach arethnical Assistance program (MOTA). This report
details the findings of the Comprehensive Evalumaéind is intended to provide details regarding what
has been accomplished since the CRFP began.

This report is organized around 8 chapters:

* The remainder of Chapter 1 sets the context foettaduation through a brief review of the CRFP’s
history

» Chapter 2 presents the design and methodologyhéoevaluation of the CRFP
» Chapter 3 provides an assessment of the CRFP’sc€olizrogram

» Chapter 4 provides an assessment of the CRFP’ss€CRnagram

* Chapter 5 provides an assessment of the CRFP’s MEYo4ram

» Chapter 6 provides an assessment of the overatgmmoadministration

» Chapter 7 provides a discussion of limitationstfer evaluation

» Chapter 8 provides recommendations and future ttbres

1.2. CRFP History and Context

1.2.1. Program Background and Overview

In 1996, the Attorney General of Maryland institligelawsuit against the tobacco industry in Margilan
courts. Suits also were being filed in other Stafbgse actions ultimately led to the multi-statasiér
Settlement Agreement (MSA) with the tobacco indystrhich was signed in November 1998. Following
this settlement, the Maryland General Assemblybdéistaed the Cigarette Restitution Fund (CRF) in its
1999 Session. This law mandated that at least Sa#e@nnual MSA appropriation be expended on
health and tobacco-related priorities. As a reswiér $1 billion of the continuing, non-lapsing tuwas
dedicated to such priorities. The MSA continueperpetuity.

In April 2000, the Maryland legislature enacted ltea-General Article, Title 13, Subtitles 10 and 11,
Annotated Code of Maryland (the CRFP Law) creatirggCigarette Restitution Fund Program (CRFP).
The establishment of the CRFP became effectivaiynl] 2000. The Tobacco and Cancer Programs
created under the CRFP were established to previdsting legacy of comprehensive public health
initiatives that benefit the health and welfaréviEryland’s residents by reducing tobacco use aed th
mortality and morbidity rates for cancer and otiodracco-related diseases. The MOTA Program was also
established to provide start-up technical assistam@frican Americaand other identified minority
communities, ensuring their effective participatiorthe Program.
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The CRFP also includes funding for an administeasitructure. The Tobacco, Cancer, and MOTA
programs are managed under this structure. ThecToland Cancer Programs each consist of five
components, four of which are common in intent amattion. These are:

1. Surveillance and evaluation
2. Local public health

3. Statewide public health

4. Administration

The fifth component for the Tobacco Program isagestide counter-marketing program implemented
under a competitively awarded contract. It is ardomted multimedia program that incorporates
campaigns that employ proven approaches that éxegally, gender and age appropriate.

For the Cancer Program, the fifth component isStatewide Academic Health Center Program (SAHC)
through which major research and public healthvaets are implemented. Two have been established;
the University of Maryland Medical Group (UM) arftetJohns Hopkins Medical Institutions (JHU).

The CRFP law laid out specific components and requénts for the Tobacco and Cancer Programs. As a
part of this, it:

1. Mandates baseline and subsequent annual studesg@th to biennial in 2004) so that empirical data
on the burden of death and disease in local pdpoktan be monitored in each jurisdiction;

2. Requires that this information be used to deterrtheeamounts of money awarded to each
jurisdiction and sets the formulae by which fundimgounts to local jurisdictions are computed;

3. Mandates that local health officers (LHOs) estallieal community health coalitions to advise LHOs
on comprehensive plans for tobacco and cancerelhasvheir implementation and evaluation;

4. Specifies groups that must be represented on tlwadiions (and advises on additional members);
5. Requires that LHOs develop, implement, and evalt@tgprehensive tobacco and cancer plans;

6. Requires the two SAHCs to collaborate with theiBadte City Health Department to develop,
implement, and evaluate a comprehensive cancefgidine city and to engage in capacity building
with a local community hospital in Baltimore City;

7. Requires the development of an agreement amorARKEs, the DHMH, the Maryland Department
of Business and Economic Development and the Madylaechnology Development Corporation that
expedites the translation of research on tobacd@ancer-related diseases;

8. Establishes the scope of the State’s ownershimandial interest in the commercialization of the
products and results flowing from the tobacco aater-related research grants to the Statewide
Academic Health Centers;

1 The CRFP law delineates the criteria for selection of the community hospitals.
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9. Specifies the conditions under which Requests fopésals (RFPs) can be issued to solicit instibistio
of higher education or other entities to perforutts or provide certain other services as perinite
mandated under the CRFP law;

10. Limits annual administrative costs to 7% of totaédt costs for all CRFP-supported programs
implemented by local health departments or by otiities; and

11. Limits annual administrative costs incurred by DHNtH7% of total direct program costs.
1.2.2. Initial Program Implementation

The CRFP began operations on July 1, 2000. DHMHisees the program’s dispersal of MSA funds to
the following organizations responsible for the QRegram:

1. Local health departments, the implementers ofdballpublic health component under both the
Cancer and Tobacco Programs;

2. Maryland’s two SAHCs to conduct research and puidialth activities under the Cancer program;
3. Baseline and annual tobacco and cancer studies;

4. Successful offerors to implement the Tobacco Pralgratatewide countermarketing campaign;

5. Successful offerors under CRFP’'s MOTA componemiravide culturally competent outreach and

technical assistance to the targeted minority coniti@s to enable their effective participation in
CRF programs; and

6. Other vendors and resources to perform servicesreghjto implement the program successfully.
1.2.2.1. Obstacles and Barriers

The CRFP legislation, which became effective og 2uP000, was signed into law less than three hwsont
prior. The DHMH had little lead-time in which to pin place the administrative infrastructure reqdir
to implement the CRFP. In addition, the CRFP lagish required the Tobacco and Cancer Programs to
conduct special studies and submit reports todbatees describing the extent of the problems lni¢oco use
and cancer. Concurrently, local health departmeate mandated to complete an inventory of all bl
funded cancer control programs and tobacco usatt@msand prevention programs already operating so
that the CRFP's provision that CRFP funding noptamg pre-existing funding for such programs cdogd
met.

The Tobacco Program solicited proposals and awandedaluation contract in the summer of 2000. The
contractor completed a complex statewide datactmieand analysis process and provided a reptneto
StateInitial Findings from the Baseline Tobacco Sttdy February 2001. The Cancer Program utilized
data from the Maryland Cancer Registry, the VitatiStics Administration, and other sources to detea
“Baseline Cancer Reportby August 2000. Both programs set formal goalsajectives and developed
guidelines for local applications based on thesdirigs.

Achieving full implementation of CRFP within itsitial year (FY 2001) was challenging. Implementatio
was staged over a period of more than 9 months FCRIfministration had to be functionally defined,
structured and integrated into the DHMH organizatictructure as an operating unit. This invohe=blving
issues pertaining to staffing, other personnelengtprocurement, internal organizational commuitioa
and reporting and decision-making. The provisidrit® enabling law had to be translated into pnogra
guidance in order to make funding awards to loealth departments and other eligible recipients.
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Procurements for the Tobacco Baseline Study antthéoBtatewide Counter-Marketing Campaign had to be
developed, issued and awarded.

Unlike the local public health components and theesillance and evaluation components, the law
provided no explanation of what constituted "outheand start-up technical assistance to African oae
communities.” In its administration of the CRFP, ldH elected to interpret the General Assembly intent
for this component as encompassing "African Amerimad other minorities." The CRFP also decided to
create a framework for the MOTA component that b&sed on scientific principles, electing to base th
guidance for this component on previous work of tidture as synthesized by the CDC.

The central CRFP administration and the Canceifabdcco directorates had discretion to determimetbo
make certain things happen within the parametetsysine law; for example, MOTA, media and counter-
marketing, and baseline/annual studies. Localeadfanizations had the discretion to establisimthedated
community health coalitions in a manner that biegtéir needs and organizational cultures as &sthey did
so within the parameters set forth in the law. Aisgrthat implementation unfolded according to the
provisions of the law consumed major attentionhésdomplex program was put in place.

In the initial year, the CRFP legislation permit2dMH to award no more than $10,000 to a localtheal
department under each of the Cancer and TobacgpdPne prior to completion of a baseline study and
submission of a comprehensive plan for the locagi@m. No local health department could receive
additional funds under either program until DHMHapved its comprehensive plan.

1.2.2.2. Successes and Accomplishments

Local health departments formed community heal#iitons, developed comprehensive Cancer and
Tobacco plans using the reports and the guidefirmgded by the State, and obtained input fronrthei
coalitions in this process. The State reviewedagmoved the plans prior to releasing funds tollbealth
departments to begin program operations. This psogssured community participation and data based
decision-making in order to derive effective intmtions tailored to each local community. Becaugk h
guality plans were the requisite outcome, an exddmaiplementation period was the result.

Results-based performance indicators were develmmegromulgated for each component of CRFP. The
central CRFP office began issuing RFPs and negwidemoranda of Understanding to obtain the other
services required under the law, such as MOTA. Liogalth departments issued RFPs to acquire sélecte
community-based tobacco prevention and cessativitag They also negotiated contracts with medical
providers for cancer screening, diagnostic andnresat services.

The Cancer Program funds were awarded betweenr@egtef 2000 and May of 2001. Tobacco Program
funds were awarded between March and May of 2001d$-to the MOTA Program were awarded in
February of 2001. The cumulative effect overall wed the CRFP, in its entirety, was not fully
implemented during the first fiscal year (2001); Wwas able to reach full implementation by Jan24§2
when the Media Counter-Marketing contract was sigidghty percent (80%) of CRFP funds were spent
the first year of implementation (FY 2001), 91%ivi 02, 96% in FY 03, and 97% in FY 04.

An RFP was released by DHMH in 2001 for vendorsristed in conducting the counter-marketing and
media component of the CRFP. The contract was aalard2002 with the purpose of coordinating a
statewide countermarketing and media campaignuateo tobacco advertisements and discourage the
use of tobacco products. The campaign’s specifieatibes were taken from the CDC'’s “Best Practices”
and included, but were not limited to:

» Countering pro-tobacco influences throughout tleeSand increasing anti-tobacco messages and
influences, including efforts directed at specifimority population groups;
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» Raising individual and community awareness of thedito reduce the availability of tobacco
products to youth;

* Raising individual and community awareness of teedto eliminate involuntary exposure to
secondhand smoke;

» Supporting tobacco users in their efforts to qod atay quit.

For the Cancer Program, grants have been awardhd tdoM and JHU through the Statewide Academic
Health Centers program. Funding of these grantarbegFY2001. Each year:

* UM and JHU have each received SAHC Research Gilaatpromote research on cancer-related
topics and facilitate translating research intapce;

UM has received an Other Tobacco-Related Diseassa# that is focused on research into other
tobacco-related diseases (e.g., stroke, peripltiasallar disease, cardiovascular disease, infant
mortality due to low birth weight, and chronic pulnary disease.);

* UM also has received a Maryland Statewide HealttwNik Grant (MSHN) that promotes
telemedicine to improve access to healthcare athesState, and supports the promotion of cancer
and tobacco-related disease prevention and cattivities for local residents and local healthecar
professionals; and

UM and JHU have each received a Local Public Headthcer Grant that support cancer prevention,
education, screening, and treatment in Baltimotg. Ci

1.2.3. Current Context

The CRFP has been implemented in consultationthvitiMaryland General Assembly and in cooperation
with the Maryland Department of Legislative Sergies mandated in the law. CRFP provides annual
status reports and briefings to the Governor aridgdseneral Assembly.

The CRFP law mandated a comprehensive evaluatitregirogram and submission of a report based on
that evaluation to the Maryland General Assemblyater than November 1, 2004. This evaluation was
to produce a report to the General Assembly of CREffectiveness, including its achievement of goal
objectives and benchmarks of its administratiore €haluation report was delayed due to the cost
containment measure in the 2002 legislative sesSiobsequently, DHMH reissued an RFP for the
program evaluation through competitive bidding amérded the contract in January 2006.
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Chapter 2: Evaluation Design

2.1. CRFP Goals and Objectives

The Maryland Health Improvement Plan 2000—-2010tiled nine overall objectives related to tobacco
for programs receiving funds from the CRFP. Theytar

1. Reduce tobacco use among Maryland adults by 508 tihe 2000 base rate;
2. Reduce tobacco use among Maryland school-age Yyuild% from the 2000 base rate;

3. Reduce the proportion of women who use tobaccoymtsdluring pregnancy by 50% from the 2000
base rate;

4. Increase the proportion of women who quit smokiagause of pregnancy by 50% from the 2000
base rate;

5. Have all health plans in Maryland include smokiegsation as a covered service;

6. Have at least 90% of primary care providers progiag®king cessation advice and support to their
patients who use tobacco products;

7. Have tobacco retailers achieve a 99% complianeawth Maryland’s laws prohibiting the sale of
tobacco products to minors;

8. Decrease the number of children who are exposeddondhand smoke by 75% from the 2000 base
rate; and

9. Have locally developed tobacco use prevention asdation coalitions operating in every Maryland
county and the City of Baltimore.

In addition, there were seven cancer-related dbgsgoals. Similar to the tobacco-related goals, t
cancer-specific goals seek to reduce cancer blogl@010. They are to:

1. Reduce overall cancer mortality to a rate of noartban 174.6 per 100,000 persons;

2. Reduce disparities in overall cancer mortality B=wminorities and Whites to a rate of no more
than 1.00;

3. Reduce colorectal cancer mortality to a rate ofrooe than 17.5 per 100,000 persons in Maryland;
4. Reduce breast cancer mortality to a rate of no ri@e 21.5 per 100,000 persons in Maryland,;
5. Reduce prostate cancer mortality to a rate of neertian 20.4 per 100,000 persons in Maryland;

6. Provide treatment of linkages to treatment for snred persons screened for cancer under the Cancer

Prevention, Education, Screening, and TreatmenE&IP program; and

7. Increase the number of diverse individuals parditiim in clinical trials through UM’s Greenebaum
Cancer Center by 17% by FY2006.
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These 16 goals represent the long-term goals dER¥EP. This Comprehensive Evaluation cannot assess
long-term outcomes. Nevertheless, to the extentibermediate steps toward these goals can be
assessed, the Comprehensive Evaluation examinas the

2.2. Evaluation Questions

The Comprehensive Evaluation of the CRFP’s TobaCemcer and MOTA Programs is designed to
provide an examination of what has been accompliginegl what processes have taken place since the
programs began. Six overarching questions are sskellein the Comprehensive Evaluation:

1. To what extent were the tobacco and cancer godld me

2. To what extent was minority outreach and partiégraachieved?

3. How well did the local community health coalitionsrk?

4. What impact did funding levels for the cancer astehtco local public health programs, and the
statutory limitations on shifting funding among qaenents have on program implementation and
effectiveness?

5. How well did the Statewide Academic Health Centeosk?

6. How well did the administration of the program w¢8tate and local)?

2.3. Evaluation Approach

Within each of the six overarching questions, tleeesub-questions that represent both process and
outcome focused evaluations. Table 2-1 lists thestjons that are addressed in this Comprehensive
Evaluation and identifies whether each questi@s#ciated with a process evaluation or an outcome
evaluation or both. It also identifies where thesfions are located in this report.

Table 2-1. Comprehensive Evaluation Questions

Number Question Evaluation Goal Report Location
1.0 To what extent were the tobacco goals met?
To what extent were the Tobacco Managing for Results Chapter 3,
1.1 (MFR) reports 2(benchmarks) and short- and long-term Outcome Section 3.1.1
goals met?
192 To what extent did the components in the Tobacco Program Process and Chapter 3,
) support the control of smoking in Maryland? Outcome Section 3.1.2
To what extent did the Tobacco Program implement the Chapter 3,
1.3 CDC'’s “Best Practices” model for tobacco use prevention Process Section 3.1.3
and cessation? How the program was set up (plans)
To what extent was cigarette smoking among Maryland Chapter 3,
youth and adults reduced in comparison with other States’ Section 3.1.4
1.4 . . . Outcome
tobacco use cessation programs and with the Nation as a
whole?
Is there evidence of program participation by targeted Chapter 3,
15 populations (youth, adults, minorities) under the Tobacco Process Section 3.1.5
Program?

2 MFR Reports were implemented by the State govenhmoesupport a customer-oriented focus. Prepayed b
DHMH as part of the operating budget and updatedialty, these reports include goals and objectidestified by
each program. These MFR plans are used for stcapdayining decisions.
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Number Question Evaluation Goal Report Location
17 To what extent were local tobacco CRFP plans reflective of Process Chapter 3,
' community needs and priorities identified by data? Section 1.6
To what extent did local health tobacco plans remain Chapter 3,
1.8 consistent with the CDC'’s “Best Practices” models? How Process Section 3.1.7
the program has evolved (actual)
What State and local policy measures were adopted that Chapter 3,
1.9 helped or hindered the Tobacco Program’s efforts to Process Section 3.1.8
achieve its goals?
110 How well did the surveillance and evaluation activities work Process Chapter 3,
) in the Tobacco Program? Section 3.1.9
111 What factors helped or hindered the implementation of the Process Chapter 3,
’ Tobacco Program? Section 3.1.10
What changes, if any, should be made in the Tobacco Chapter 3,
1.12 Process -
Program? Section 3.1.11
2.0 To what extent was minority outreach and partic  ipation achieved?
29 To what extent were racial and ethnic minorities served Process Chapter 3,
' through the local Tobacco Programs? Section 3.2.1
53 What factors contributed to, or hindered, minority outreach Process Chapter 3,
) and participation in the CRFP Tobacco Program? Section 3.2.2
24 What changes, if any, should be made regarding minority Process Chapter 3,
' outreach and participation in the CRFP Tobacco Program? Section 3.2.3
3.0 How well did the local community health coaliti ons work?
31 To what extent did the local health coalitions reflect the Process Chapter 3,
' diversity of each jurisdiction? Section 3.3.1
What was the extent of the active participation by Chapter 3,
3.2 community organizations on the local tobacco and cancer Process Section 3.3.2
coalitions?
33 To what extent did the local health coalitions participate in Process Chapter 3,
) the development of tobacco control efforts? Section 3.3.3
34 What factors contributed to, or hindered, the effectiveness Process Chapter 3,
) of the local Tobacco health coalitions? Section 3.3.4
35 What changes, if any, should be made regarding the local Process Chapter 3,

' Tobacco health coalitions? Section 3.3.5
4.0 What impact did funding levels for the tobacco local public health programs, and the statutory lim itations on
shifting funding among components have on program i mplementation and effectiveness?

To what extent was Tobacco Program funding levels Chapter 3,
4.1 adequate for the jurisdiction to implement the Centers for Process Section 3.4.1
Disease Prevention and Control’'s “Best Practices” model?
a4 To what extent did funding levels support necessary Process Chapter 3,
' infrastructure for local Tobacco programs? Section 3.4.2
45 What changes, if any, should be made with regard to the Process Chapter 3,

) funding levels and statutory requirements for tobacco? Section 3.4.3

1.0 To what extent were the cancer goals met?
To what extent were the Cancer Managing for Results Chapter 4,
1.1 (MFR) reports (benchmarks) and short- and long-term goals Outcome Section 4.1.1
met?
What evidence can be found of program impact on Chapter 4,
prevention, education, and screening of the targeted Section 4.1.2
1.6 . . Outcome
cancers (i.e., colon and rectum, breast, cervical, prostate,
oral, skin cancers) under the Cancer program?
17 To what extent were local cancer CRFP plans reflective of Process Chapter 4,
' community needs and priorities identified by data? Section 4.1.3
110 How well did the surveillance and evaluation activities work Process Chapter 4,
’ in the Cancer Programs? Section 4.1.4
1.11 What factors helped or hindered the implementation of the Process Chapter 4,
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Number Question Evaluation Goal Report Location
Cancer Programs? Section 4.1.5
112 What changes, if any, should be made in the Cancer Process Chgpter 4,
Programs? Section 4.1.6
2.0 To what extent was minority outreach and partic  ipation achieved?
29 To what extent were racial and ethnic minorities served Process Chapter 4,
' through the local Cancer Programs? Section 4.2.1
23 What factors contributed to, or hindered, minority outreach Process Chapter 4,
' and participation in the CRFP Cancer Programs? Section 4.2.2
24 What changes, if any, should be made regarding minority Process Chapter 4,
' outreach and participation in the CRFP Cancer Programs? Section 4.2.3
3.0 How well did the local community health coaliti ons work?
31 To what extent did the local health coalitions reflect the Process Chapter 4,
' diversity of each jurisdiction? Section 4.3.1
What was the extent of the active participation by Chapter 4,
3.2 community organizations on the local tobacco and cancer Process Section 4.3.2
coalitions?
33 To what extent did the local health coalitions participate in Process Chapter 4,
) the development of cancer control efforts? Section 4.3.3
34 What factors contributed to, or hindered, the effectiveness Process Chapter 4,
) of the local health coalitions? Section 4.3.4
35 What changes, if any, should be made regarding the local Process Chapter 4,
' community health coalitions? Section 4.3.5
4.0 What impact did funding levels for the cancer|  ocal public health programs, and the statutory limi tations on
shifting funding among components have on program i mplementation and effectiveness?
To what extent were Cancer Program funding levels Chapter 4,
4.2 adequate for the local jurisdictions to implement the cancer Process Section 4.4.1
prevention, education, screening and treatment program?
To what extent were the funding levels for the Statewide Chapter 4,
Academic Health Centers adequate for implementation of Section 4.4.2
4.3 . Process
the cancer research, other tobacco-related disease
research, and statewide health network?
a4 To what extent did funding levels support necessary Process Chapter 4,
' infrastructure for local Cancer programs? Section 4.4.3
45 What changes, if any, should be made with regard to the Process Chapter 4,
' funding levels and statutory requirements for cancer? Section 4.4.4
5.0 How well did the Statewide Academic Health Cent  ers work?
To what extent were the MFR reports (goals and objectives) Chapter 4,
5.1 - Outcome :
for cancer research grants achieved? Section 4.5.1
59 To what extent were the MFR reports (goals and objectives) Outcome Chapter 4,
' for the tobacco-related diseases grant achieved? Section 4.5.2
53 To what extent were the MFR reports (goals and objectives) Outcome Chapter 4,
' for the Maryland Statewide Health Network? Section 4.5.3
5.4 To what extent were the goals and objectives of the cancer Outcome Chapter 4,
' local public health grants achieved? Section 4.5.4
What factors helped or hindered the implementation of the Chapter 4,
55 cancer research grants, tobacco-related diseases grant, Process Section 4.5.5
' statewide health network grant, and the local public health
cancer grants in Baltimore City?
What changes, if any, should be made regarding the Chapter 4,
5.6 Statewide Academic Health Centers component of the Process Section 4.5.6
Cancer program?
2.0 To what extent was minority outreach and partic  ipation achieved?
To what extent were the performance measures for minority Process and Chapter 5,
2.1 outreach and participation achieved in the MOTA Section 5.1.1

component of the CRFP?

Outcome
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Number Question Evaluation Goal Report Location
What factors contributed to, or hindered, minority outreach Chapter 5
2.3 and participation in the CRFP Cancer and Tobacco Process Section 5.1.2
programs?
What changes, if any, should be made regarding minority Chapter 5
2.4 outreach and participation in the CRFP Cancer and Process Section 5.1.3

Tobacco programs?

6.0 How well did the administration of the program work?

To what extent was an infrastructure for the management of Chapter 6,
6.1 Process :

the program adequate? Section 6.1.1

To what extent did the Department provide oversight, Chapter 6,
6.2 training, and technical assistance of the local Tobacco and Process Section 6.1.2

Cancer Programs? Where the statutory requirements met?

What impact did the administrative cost limitations have on Chapter 6,
6.3 . . Process :

program implementation? Section 6.1.3

What factors helped or hindered the administration of the Chapter 6,
6.4 Process :

program? Section 6.1.4

What changes, if any, should be made in the administration Chapter 6,
6.5 Process :

of the program? Section 6.1.5

2.4. Data Sources and Data Collection Methods

The data used in this Comprehensive Evaluation deone archival data collected and stored by DHMH,
extant data from multiple sources, and primary datkected through surveys, in-depth interviews] an
coalition observations. Survey data were collefteh Tobacco program coordinators, Cancer program
coordinators, MOTA grantees, and coalition memblatsrviews were conducted with local health
officers from each jurisdiction, Tobacco progranom@bnators, Cancer program coordinators, MOTA
grantees, SAHC key staff, and DHMH CRFP key stadfalition observations of Tobacco meetings took
place in four jurisdictions: Baltimore City, Howa@bunty, Montgomery County, and St. Mary’s County.
Coalition observations of Cancer meetings tookeladour jurisdictions: Allegany County, Baltimore
City, Frederick County, and St. Mary’s County. Goah observations of combined meetings took place
in two jurisdictions: Charles County and Somersati@y.

Table 2-2 provides information about the data sesitbat were used, the measures that were derived
from those data sources, and the questions that adeiressed through analysis of data from eacleesour
The question numbers shown refer to the questistegllin the above in Table 2-1. The information in
italics represents data related to cancer programs.

Table 2-2. Data Sources and Associated Measures

Questions
Data Source Measures Addressed
1.1,4.1,
MFR reports for cancer Cancer benchmarks and goals 49 43
MFR reports for tobacco Tobacco benchmarks and goals 1.1
Bajeline an? fOHO\k,mv_ul\F/)l da}aszt Tobacco use prevalence, attitudes, and beliefs
and reports from the Marylan Changes in prevalence, attitudes, and beliefs from 1.1, 1.5,
Adult Tobacco Survey (MATS) ;
baseline to follow-up 1.7,1.10
and Maryland Youth Tobacco -
Survey (MYTS) Quit rate data
Budget and resource allocations 12 15
Planned activities in the State and by jurisdiction O
Local tobacco plans i . ¥ 1.7, 1.8,
Staffing resources and allocations 31 4.2
Target audience and participants '
Quarterly and annual tobacco Budget and resource allocations 1.2, 1.5,
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Questions
Data Source Measures Addressed
reports Frequency and types of activities in the State and by 1.7,2.2,42
jurisdiction
Staffing resources and allocations
Audience and participant reach
Local public health databases Incidence and prevalence information 1.2,2.2
Best Practices for
Comprehensive State Tobacco Best practices 1.3
Control programs
Budget and resource allocations
Planned activities in the State and by jurisdiction
Maryland Cancer Plan i . ¥ 1.4
Staffing resources and allocations
Target audience and participants
Number of people educated about screening by
jurisdiction and type of cancer
Methods for education used 16 1.10
Educational database Number in attendance: overall, minority, gender, other 2 2 44’
demographic e
Materials distributed (number and type)
Number offered and signed up for screening
Number of people screened by jurisdiction
. Number of minorities screened by jurisdiction
Breast and cervical cancer . 1.6, 1.10,
. Number of screening types
screening software . 2.2
Number of abnormal screenings
Number of cancer screenings
Number and type of program activities
Number and type of information distributed
Reports from local cancer
programs Number screened for each target cancer 1.6
Number and type of cancer diagnoses
Number of minorities screened for target cancers
Local Program activities
Coca cancer prﬁgress reports Number screened for each target cancer 2.2,3.1,
ancer research program Number and type of cancer diagnoses 3.2,4.1,43
progress reports N
Number of minorities screened for target cancers
Data from the Maryland Number of mammograms, Pap smear tests, oral health,
Behavior Risk Factor prostate cancer screening, and colorectal cancer 1.6
Surveillance System (MBRFSS) | screening by demographics (age, SES)
New cases of targeted cancers by year, jurisdiction,
minority, and gender 16 17
Maryland Cancer Annual Report | Mortality rates from targeted cancers by year and 1 '1(‘) 5 1
jurisdiction, jurisdiction, minority, and gender B
CRFP annual cancer reporting requirements
Maryland Cancer Survey Knowledge and behaviors related to cancer prevention 16
Reports and screening )
Maryla_nd_HeaIth Care Prevalence and incidence of cancers 1.6,1.10
Commission data
Local licati Budget and resource allocations
ocal cancer grant applications Planned activities in the State and by jurisdiction 1.7,3.1,3.2
Cancer research grant ) .
S Staffing resources and allocations 41,43
applications i o
Target audience and participants
:‘°9a| a_nd Statewide tobacco Number of policies adopted Statewide 1.9
egislation
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Data Source Measures A(? du digzgz
County-level tobacco control Number of policies adopted by county 1.9
reports
Site visit reports for 25 local Type of information being shared between grantees and 110
cancer programs, 2001-2005 DHMH

Number of screenings for target cancers by jurisdiction,

Cancer client database reports gender, ethnicity . 1.10,2.2,
Number of cancer diagnoses of target cancers by 4.4
jurisdiction, gender, ethnicity

Ilzc\)(c;alzé%bla_czcgogontrol plans for Goals for the Tobacco Program 1.10

Mlngt.es of Iocgl public health Use of evaluation information in meetings 1.10

coalition meetings
Number of technical assistance, outreach, and training
events

MOTA grantees progress Number of racial and ethnic minorities in attendance at 2.1
MOTA activities
Number and type of materials distributed
Number of MOTA activities

Statistical and annual reports for | Number of performance targets achieved

MOTA Capacity building among racial and ethnic minorities 2.1
Program participation among racial and ethnic minorities

Mlnut.es of local cancer coalition Sectors represented in meeting topics 3.1

meetings

Tobacco coalition attendance Sectors represented by attendees 3.9

sheets and minutes Community participation '

“Conquest” newsletter Research information disseminated by JHU 4.1
Budget and resource allocations

Annual Baltimore City grant Planned activities in the State and by jurisdiction a4

applications Staffing resources and allocations '
Target audience and participants
Program activities

Tri-annual Baltimore City Number screened for each target cancer 44

progress reports Number and type of cancer diagnoses '
Number of minorities screened for target cancers

Qr;r;;lzglnlg%selz;tel\:; fsgétr;gl;he Goals and expectations set for upcoming years 5.1

Health officer memos for cancer Type of information being shared with grantees .

program implementation Types of assistance documents being shared with 5.1
grantees

Monthly teleconference Type of information being shared with grantees 5.1

agenda/notes

Grant alppllca.tlon. Instructions Qualitative review—clarity and precision of instructions 5.1

and review criteria
Information being shared during site visits

Site visit procedures and reports | Recommendations being made 5.1
Assistance being offered to grantees

Trainings Types of trainings being offered to grantees 5.1

Tobacco Program records !nformation bging provided to tobacco grantees 51
incorporated into programs

Tobacco coordinator surveys Program .description, program plgnning information, i% 13
program implementation information 111,23,
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Questions
Addressed

2.4,3.2,
4.4,6.2

1.2, 15,
1.9,1.10,
1.11,1.12,
23,24,
3.1, 3.2,
3.3,3.5,

4.1,6.2,6.5

Data Source Measures

Program description, program planning information,

Tobacco coordinator interviews . L .
program implementation information

1.7,1.11,
2.3,3.2,
3.3,42,6.2

Program description, program planning information,

Cancer coordinator surveys . L .
program implementation information

1.6,1.11,
1.12,2.3,
Program description, program planning information, 2.4,3.2,
program implementation information 3.3, 3.5,
4.0,4.2,
6.2,6.5

Cancer coordinator interviews

1.2, 15,
Program description, program planning and 1.9,1.11,
implementation 1.12, 2.4,

3.5,40,4.1

Local Health Officer Interviews

Statewide Academic Health Program planning and implementation information 4.3,5.5,
Centers key staff interviews 9 P 9 P 5.6,6.5

Program description, program planning information, 5.1.2,5.1.3,

MOTA grantee surveys program implementation information 6.2

Program description, program planning information, 5.1.2,5.1.3,

MOTA grantee interviews program implementation information 6.2

1.11, 1.12,
23,24,
DHMH key staff interviews Program planning and implementation information 3.3, 34,
4.0,6.1,
6.4,6.5

2.4.1. Tobacco Outcomes Data

Changes in initiation, prevalence of use, and msgtoward reducing the tolerance and promotion of
tobacco use, as measured by changes from 2000, 2002006 in relevant MATS and MYTS items,
were included in this evaluation. Additionally taica use prevalence data from the Behavioral Risk
Factor Surveillance System (BRFSS) was examineddomarisons between Maryland and other States.

Data from the Maryland Comptroller’s office repagimonthly sales of “20 pack equivalents” at the
wholesaler/subwholesaler level are included to emanmpact of a Maryland cigarette tax increase
effective June 1, 2002. Although the data are etailrsales data that are more proximally indieat¥
consumption, they can be used to indicate appapgrgumption. The cigarette tax increase represents
potentially major concurrent influence on the plexmae and use outcomes presumably impacted by the
Tobacco Program.

2.4.2. Coordinator, Grantee and Coalition Members S urvey Methodology

Surveys for collecting data from Tobacco programrdmators, Cancer program coordinators, MOTA
program grantees, and local health coalition membaere created with input from DHMH staff. The
surveys were designed to gain information regardpegific evaluation questions. The surveys were
programmed on the Internet, and invitations fotipgration were sent to the respondents.

Contract Number: DHMH/OCPMP-06-9044 Evaluationipes 38



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

Results from the surveys are presented througheuteport, and the survey instruments and Tables
containing the survey results are presented in ApipeA.

2.4.2.1. Survey Participants

The Tobacco and Cancer program coordinator suraegghe MOTA grantee surveys were available for
completion online from September 5, 2006 throughbt&aber 29, 2006. An initial invitation and two
reminder invitations were sent to each participBuiring that period, 23 of the 24 Tobacco program
coordinators, 24 of the 26 Cancer program coordisatind 13 of the 15 MOTA program grantees
completed the surveys.

The coalition members’ survey was available for ptation online from October 10, 2006 through
December 15, 2006. Coordinators from 12 jurisditicequested hard copies surveys for their coalitio
members to complete. A total of 293 individuals pteted the survey through the Website and 60
individuals completed the survey in hard copy fariable 2-3 summarizes the coalition represematio
among survey participants and the survey respaitsedy jurisdiction. More detailed demographic
information can be found in Table A-1 in Appendix A

Table 2-3. Coalition Members’ Survey Respondents byurisdiction, Program Representation, and
Response Rate

Tobacco Cancer
FY2006 | Survey Survey FY2006 Survey Survey
Jurisdiction Members N Representation Members N Representation
Allegany County 47 21 44.68% 26 10 38.46%
Anne Arundel County 19 5 26.32% 18 8 44.44%
Baltimore City 111 12 10.81% 163 6 3.68%
Baltimore County 60 32 53.33% 29 18 62.07%
Calvert County 35 0 0.00% 19 2 10.53%
Caroline County 28 12 42.86% 27 8 29.63%
Carroll County 35 4 11.43% 21 3 14.29%
Cecil County 17 10 58.82% 38 9 23.68%
Charles County 68 15 22.06% 68 14 20.59%
Dorchester County 38 7 18.42% 37 6 16.22%
Frederick County 31 6 19.35% 32 9 28.13%
Garrett County 18 8 44.44% 21 7 33.33%
Harford County 53 10 18.87% 37 13 35.14%
Howard County 26 8 30.77% 27 22 81.48%
Kent County 30 16 53.33% 25 14 56.00%
Montgomery County 20 14 70.00% 59 12 20.34%
Prince George’s County 44 12 27.27% 38 3 7.89%
Queen Anne’s County 35 3 8.57% 31 2 6.45%
Somerset County 29 11 37.93% 10 6 60.00%
St. Mary’s County 27 4 14.81% 27 5 18.52%
Talbot County 29 18 62.07% 44 22 50.00%
Washington County 34 20 58.82% 27 9 33.33%
Wicomico County 32 6 18.75% 52 5 9.62%
Worcester County 31 2 6.45% 27 2 7.41%
TOTAL 1,085 256 28.54% 903 215 23.81%

2.4.2.2. Survey Protocols

Tobacco Coordinator Surveyswere developed to respond to specific evaluati@stions, with
cooperation and input from DHMH CRF Tobacco Progsaafif. The surveys contained 20 questions,
most with multiple sub-questions, and were divided three main sections: Description of the Progra
Program Planning, and Program Implementation. Thesipns were primarily closed ended with Likert
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type scale response options, with some dichotorandopen-ended short answer questions also
included. The following topics were addressed:

1. Program capacity: staffing, funding levels;

2. Coalition activity: meeting frequency, experiendgdwmMOTA, minority participation and outreach,
coalition representation;

3. Program planning: awareness and use of evideneagtsaseening guidelines and State and local
data, coalition input;

4. Facilitators and barriers to program implementatfanding levels, data availability, community
support; and

5. Administration: DHMH oversight, reporting requirents.

Cancer Coordinator Surveyswere developed to respond to specific evaluatimstions, with

cooperation and input from DHMH CRF Cancer Progsaaff. The surveys contained 17 questions, most
with multiple sub-questions, and were divided itiicee main sections: Description of the Program,
Program Planning, and Program Implementation. Thestipns were primarily closed ended with Likert
type scale response options, with some dichotorandopen-ended short answer questions also
included. The following topics were addressed:

1. Program capacity: staffing, funding levels;

2. Coalition activity: meeting frequency, experiendgmMOTA, minority participation and outreach,
coalition representation;

3. Program planning: awareness and use of State aatdata, coalition input;

4. Facilitators and barriers to program implementatfanding levels, data availability, community
support; and

5. Administration: DHMH oversight, reporting requirents.

MOTA Grantee Surveyswere developed with input from DHMH MOTA Progrataf§ to examine
evaluation questions related to MOTA performancgiirements and local outreach efforts. The surveys
contained 15 questions, most with multiple sub-tjaes, and were divided into three main sections:
Description of the Program, Program Planning, amdjfam Implementation. The questions were
primarily closed ended, with some dichotomous gmeheended short answer questions included. The
following topics were addressed:

1. Program capacity: staffing, funding levels;
2. Coalition activity: meeting frequency, facilitataad barriers to meeting participation;

3. Program planning: extent to which minority coalitimembers are invited to participate in program
planning, extent to which program plans reflectanity needs and input; and

4. Facilitators and barriers to program implementatfanding levels, data availability, availability o
culturally appropriate materials; and

5. Administration: DHMH oversight, reporting requirents.
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2.5. Data Analysis Methods
2.5.1. Archival Data Analysis

Data analysis of the archival data consisted ofgfiyilations of the abstracted data with tests of
significance where applicable and (2) qualitatimalgses of meeting notes, proposals, and progress
reports.

Data coding forms were developed to abstract data €ach archival source. The coding forms were
designed to record values presented in the arcbowales (e.g., budgets for specific elements of a
program) and to code characteristics of informagimsented (e.g., whether specific program goafeta
specific populations). Data dictionaries and codirggructions were developed, and those doing the
coding received training in abstracting data amdnmding them on the forms. All data were entered in
Excel spreadsheets that, where appropriate, specfiowable values for each field.

Analysis of the quantitative archival data consigtemarily of tabulating data coded from the
documents. Qualitative analysis techniques werd tesexamine the data from meeting notes, proppsals
and progress reports. This involved identifyingcsfiethemes expressed in the notes and sourciee of
statements corresponding to these themes. To theteossible, the qualitative data were used to
provide evidence of participation of individualstn different sectors and racial backgrounds in fznog
and coalition activities.

2.5.2. MYTS and MATS Data Analysis

In analyzing the MYTS, the middle school (grade®) @nd high school (grades 9-12) data sets used in
the analysis excluded all respondents age 18 ated because the statute requires data collection on
underage youth (also, such youth can legally pwelciggarettes) and excluded respondents with rgissin
data on the age variable. All analyses of the neiddhool and high school data were conducted as
weighted analyses using the final survey weightsusgely developed for the middle school and high
school populations for each survey year. All adalia were conducted as weighted analyses using the
final survey weights for each survey year.

All analyses were conducted using survey-speciicg@dures (such as SAS PROC SURVEYFREQ) that
are designed to yield appropriate estimates o$tiedard error (and confidence intervals) for each
prevalence estimate, taking into account the coxngllestering and stratification used in the survey
design.

Each prevalence estimate in this report is a wettjestimate of the proportion of middle schoolighh
school youth who engage in the specified behaeg. Emoke cigarettes in the past 30 days). Each
prevalence estimate is accompanied by the 95%dmmde interval for the estimate, as well as the
weighted estimate of the number of individualshie population who engage in the specific behavior.

In general, if any given prevalence estimate wasth@n fewer than 30 respondents reporting thgt the
engaged in a particular behavior (i.e. fewer thame3pondents in the numerator of any given
proportion), the prevalence estimate for that grougubgroup was determined to be imprecise and
unstable and thus the estimate was not reported.

Year to year differences in the trends of varioelsaviors, attitudes and characteristics (as welllas
subgroup differences — male vs. female etc) wesesagd by examining the overlap in the 95%
confidence intervals between the groups under casgra Prevalence estimates whose confidence
intervals do not overlap were determined to repreaestatistically significant difference. This éalence
interval approach was employed (instead of z flestdifferences in proportions for independent greu
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so that comparisons could be made with previousbfliphed estimates. Note that comparing confidence
intervals is a conservative approach to signifieatesting. Confidence intervals that do not ovediagp
clearly significant differences, but in some casesfidence intervals for two prevalence estimates
overlap slightly and still be significantly diffexe Some additional analyses employed chi-square (a
related measures) and correlation measures.

2.5.3. Extant Data Analysis for Cancer Program Outc  omes

Analysis of extant data for Cancer program outcomeslved compiling data that has already been
tabulated, utilizing on-line data tabulation tosigh as those provided on the CDC BRFSS website and
Maryland’s State BRFSS website, and examining Bagarice based on confidence intervals for pertinent
variables and years. Although data about Marylamter screening behaviors from the Maryland Cancer
Surveys is presented in the report, trend inforomaéind national comparisons are made using CDC
BRFSS data because there is comparable natiorsalrdBRFSS and it provides three data points from
which trends can be examined, as opposed to tveopaants provided by the Maryland Cancer Survey.

2.5.4. Data Analysis of Local Program Surveys and |  n-depth Interviews

For the survey data, all non-response and noteglpeé responses were treated as missing datat@rior
calculating proportions, means, and standard demgtScores from Likert scale items in each survey
were coded such that high scores indicate satisfaot agreement and low scores indicate dissatisfa

or disagreement. Survey data was aggregated aesysndents. Pearson’s rho was computed to examine
correlations between selected items in the surveys.

The data from the in-depth interviews was analyrgdg qualitative techniques. Information was
examined and categorized into emerging themeseVakiation questions were used as a guide to
creating the interview protocols, and as a guidentalyzing the data. All interview responses were
reported in aggregate, across type of respondeptptect the confidentiality of individual inteewees.

2.6. Economic Evaluation Methodology
2.6.1. Economic Impact Analysis of the Tobacco Prog  ram

The Smoking-Attributable Mortality, Morbidity, arficonomic Costs (SAMMEC) tool is the core
methodology used to calculate all three types ohemic costs associated with tobacco use in Madylan
SAMMEC, developed by the Centers for Disease Co(@BDC), is a well-established methodology that
has been used by a number of states to calcukaio#is associated with smoking. Further, SAMMEC
has been validated by the U.S. General Accountiifiggd GAO), which found that SAMMEC used
“approaches that were generally accepted amongetsts and relied on large federal data sourced” an
that the estimates were reasonable (GAO, 2003)eiesless, in this report, we have also calcultted
costs using alternative methodologies to asses®thstness of the SAMMEC results.

All methods used in this economic impact analysésbased on the “prevalence” approach, which differ
from an incidence-based approach in that it doésleduct any costs savings arising from early daath
a result of smoking-related diseases.

2.6.2. Economic Impact Analysis for the Cancer Prog  ram

The economic analysis of the Cancer Program indiai® components. First, the analysis focused on
colorectal cancer screenings, which are provideohbse jurisdictions to more individuals that aniet
type of cancer screening. Unlike the Tobacco Pragrehere the action of stopping (or not starting)
smoking is the catalyst for the economic savingsngle screening, by itself does not create l@ngit
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economic savings. Rather, it is the schedule abuartypes of screenings at various times over the
course of several decades, combined with mediteitain to the ‘true positive’ results, i.e., rasuhat
correctly identify the presence of colorectal canoéthe tests, which create the long-term cost-
effectiveness. The subject of many research effetts evaluate and determine which of the scregnin
schedules is most efficient, though all agree amgtof the commonly-used screenings, as compared to
screening, is cost-effective when considering titegased life expectancy. Therefore, this analysis
presents the results of the research, summarizrigus results in terms of cost-effectiveness #ed |
expectancy for various screenings to emphasizarpertance of conducting screenings (Section 4.1.2)

Second, the analysis examined the screenings avdough the program and compared Maryland and
national rates of screening. This was done fotaticers screened for through the Cancer Program. In
addition, this analysis summarized the provisiofreé screenings to minority populations, which
consistently have lower screening rates than White counterparts, and the uninsured (Section}. 2
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Chapter 3: Tobacco Program Findings
3.1. To what Extent were the Tobacco Goals Met?

3.1.1. To what Extent were the Tobacco Managing for  Results (MFR) Reports
(Benchmarks) and Short- and Long-Term Goals Met?

3.1.1.1. Overview

In FY2001, the Tobacco Program set up a seriesaftdo be met by FY2004. Each goal was associated
with objectives and measurable outcomes, and egtihpgerformance targets were projected for
subsequent years. These associated measurableneste@re re-projected over time to estimate
outcomes to calendar year (CY) 2010. This sects@s unformation derived from the MFR reports to
estimate the extent to which short- and long-teoalgare being met by the programs. The following
overarching goals were established in FY2001:

Goal 1. To reduce the proportion of Maryland youthwho initiated the use of tobacco productsThe
benchmarks for reducing cigarette and smokelesgtabinitiation set by the State in their MFR rdpor
were met for both middle school and high schoollyan 2002 and 2006. There were significant
reductions in initiation of cigarette use amonghbgitoups across all years. There were no net ckange
initiation of smokeless tobacco use for middle sthw high school youth from 2000 to 2006.

Goal 2. To reduce the proportion of Maryland residats currently engaged in tobacco-related risk
behaviors detrimental to their health and the heal of others The State set goals fro reductions in
current cigarette smoking and smokeless tobaccamsag youth and adults. The percent of middle and
high school students who are current cigarette snsotkecreased significantly each year from 2000
through 2006. The percent of current adult cigarsthokers was significantly lower in 2002 and 2006
than it was in 2000. Although there was a decreasarrent cigarette smoking among adults from 2002
to 2006, this decrease was not significant. Smakdigbacco use among middle school students and
adults didn’t change during any of the years. Ambigdp school students, there was a non-significant
increase from 2000 to 2002, and a significant desgdrom 2002 to 2006.

Goal 3. To reduce negative disparities in the prevance of tobacco-related risk behaviors between
population groups, especially targeted minoritiesThere were reductions in overall disparities in
current tobacco use prevalence between Asian aflmitest) and all other race and ethnic groups from
2000 to 2006. There was also a reduction in digpatrin current tobacco use between males and é&smal
during the same time period.

Goal 4. To sustain community-based comprehensiveliacco control strategies through the local
public health component of the Tobacco Programit was estimated that all 24 jurisdictions wilbsnit
grant applications and receive funding to supgetidcal public health component of the Tobacco
Program. Since the inception of the program, alp@grams have accomplished this.

Goal 5. To counteract tobacco industry marketing ad advertising efforts by exposing target
audiences to sustained countermarketing and mediaampaigns.Although the funding for the
countermarketing and media campaign was reduc&b¥%yafter the start of the program, the CRFP
began promoting the State Quitline in 2006. In 2@MMost half of Maryland adults indicated thatythe
are aware that cessation help is available to tieough the Quitline or their local health depantiise
and smokers were significantly more likely to iratee awareness than nonsmokers.

Goal 6. To change the existing environmental contein Maryland communities from toleration of
promotion of tobacco use to a context that does nobndone the use of tobacco product®rogress
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toward this goal was indicated each survey yean 2000 to 2006. While the proportion of adults that
agree that cigarette smoke is dangerous to youathased, the proportion of minors living in smoking
homes decreased.

3.1.1.2. Goal 1: To Reduce the Proportion of MamgthY outh who Initiated the Use of Tobacco
Products

Associated with the goal to reduce the proportibnmalerage Maryland youth who have ever initiated
tobacco use were the objectives to reduce the giopa@f middle and high school students who ever
smoked a whole cigarette and those who ever usekedaess tobacco. As shown in Table 3-1, the
estimates that the State set for reducing initiebiased on these indicators were exceeded foryeaiis
among middle school and high school youth.

Table 3-1. MFR Estimates and Actual Initiation of Ggarette and Smokeless Tobacco Use among
Underage Youth

Ever Smoked a Whole Cigarette Ever Used Smokeless Tobacco
2002 2006 2002 2006
Population Estimate Actual Estimate Actual Estimate | Actual Estimate Actual
Middle School 16.4% 11.7% 11.3% | 8.5% 3.8% | 3.5% 7.18% | 3.6%
High School 41.9% 31.1% 33.5% | 26.9% 10.0% | 8.8% 12.6% | 9.9%

Source of estimates — Annual MFR Reports prepared by DHMH
Source of actual prevalence - MYTS

Initiation of cigarette use, as measured by middleool and high school youth who indicated thay the
had ever smoked a whole cigarette decreased signily from 2002 to 2006, and likely for each year,
though no confidence intervals were reported ifliphed 2000 data. In fact, there was a 49.1% dserea
in initiation of cigarette use among middle schstoidents and a 38.0% decrease in initiation amagig h
school students from 2000 to 2006 (Figure 3-1).

Figure 3-1. Progress towards Reducing Initiation oCigarette Use among Maryland Underage
Youth
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Although the benchmarks for reducing smokelessdobase among Maryland youth were met, the data
indicates that there has been no change in imtidtmong middle school students. Although thereavas
significant decrease in initiation of smokelessatm use among high school youth between 2000 and
2002, there was a significant increase in 200&ltiag in no net change in this behavior from bemeto
2006 (Figure 3-2).

Figure 3-2. Progress towards Reducing Initiation ad of Smokeless Tobacco Use among Maryland
Underage Youth
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* = Significant change from 2000; ** = Significant change from 2002; *** = Significant change from 2000 and 2002

3.1.1.3. Goal 2: To Reduce the Proportion of MamgthResidents Currently Engaged in Tobacco-
Related Risk Behaviors Detrimental to Their Healdmd the Health of Others

Associated with the goal to reduce the proportibiaryland residents currently engaged in tobacco-
related risk behaviors, the State set goals toceethe percent of youth and adults that are current
cigarette smokers and who are current smokelesgtolusers. As indicated in Table 3-2, with the
exception of current smokeless tobacco use amayigduhool students in 2002, all of the estimatas th
were set for accomplishing this goal were met @eeded. The MFR was reduced to exclude the goal for
smokeless tobacco in 2006.

Table 3-2. MFR Estimates and Actual Current Prevalace Rates by Population Type

Current Smoker Current Smokeless Tobacco User
2002 2006 2002 2006
Population Estimate | Actual Estimate | Actual Estimate | Actual Estimate | Actual
Middle School 7.1% 5.2% 4.8% 3.7% 2.1% 2.1% — 1.9%
High School 23.0% 18.7% 16.8% 14.7% 4,9% 5.2% — 4.8%
Adult 17.0% 15.4% 15.1% 14.8% 1.1% 1.0% — 1.1%

Source of estimates — Annual MFR Reports prepared by DHMH
Source of actual prevalence - MYTS and MATS
— = Estimates were not set for 2006 smokeless tobacco use
Youth includes only those respondents under 18 years of age
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In addition to meeting the goal estimates seténahnual MFR reports, as shown in Figure 3-3, otirre
cigarette smoking prevalence among middle schabhégh school youth decreased significantly during
each survey year from 2000 through 2006. Althoutjiitacurrent cigarette smoking prevalence declined
from 2002 to 2006, this decrease was not signifiddawever, adult cigarette smoking prevalence was
significantly lower in both 2002 and 2006 than #saat baseline in 2000.

Figure 3-3. Progress towards Reducing Current Cigatte Smoking among Maryland Underage
Youth and Adults
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Current smokeless tobacco use among middle sclooih has remained very low from 2000 through
2006, and showed a slight, but non-significantidedrom 2002 to 2006. Although current smokeless
tobacco use saw an among high school youth frord 80@002, the prevalence decreased from 2002 to
2006. Prevalence of current smokeless tobaccomeagadults remained at approximately 1.0% across
all years (Figure 3-4). A floor effect in prevaler@mong middle school youth and adults makes it
unlikely that any observable changes will occurrdirae.
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Figure 3-4. Progress toward Reducing Smokeless Totieo Use among Maryland Underage Youth
and Adults
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3.1.1.4. Goal 3: To reduce negative disparitiestie prevalence of tobacco-related risk behaviors
between population groups, especially targeted mities

To achieve the goal of reducing negative disparitigprevalence of tobacco-related risk behavities,
State set goals to reduce the relative proportiattmic and racial minorities who are current tima
users. The estimates were set using the lowesalgree group, Asian adults, as the comparison group
by which to show reductions in disparities amongtier groups.

As shown in Table 3-3, from 2000 to 2002 there wedkictions in disparities between Asian current
tobacco use prevalence (lowest) and all otheraadesthnic minority current tobacco use prevalence.
However, there was an increase in the disparitywéen females and males during that time periodnFro
2002 to 2006, there were increases in disparmiesiirent tobacco use among all race and ethnic
minorities in comparison to Asian current tobacse,but there was a reduction in the male-female
disparity. Overall, from 2000 to 2006, there werductions in disparities among all comparison gsoup

The reversal in the trend of ethnic and racial aigjgs from 2002 to 2006 can be explained by the
observation that there was an increase in curodaicco use among the Asian survey respondentsgdurin
2002, while prevalence among White, African Amemicand Native Americans declined during that
same time period (Table 3-4 and Figure 3-5). Tresited a large decrease in disparities from 2000 to
2002. While the current tobacco use prevalenceneettio baseline rates among Asians in 2006, tipeslo
of the decline in prevalence among Whites and Afridmericans remained fairly constant, and the
prevalence among Native Americans increased, meguit the increase in disparities observed fro220
to 2006 among these groups. Importantly, currdmdoo use prevalence among all groups was lower in
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2006 than in 2000, and this difference was sigaifiamong White, African American, and Hispanic

adults, as well as for males and females.

Table 3-3. Changes in Disparities in Current Tobaae Use among Select Groups

Comparison 2000-2002 2002-2006 2000-2006
Asian-White -39.2% 38.7% -15.7%
Asian-Hispanic -30.0% 2.0% -28.6%
Asian-African American -47.3% 51.3% -20.3%
Asian-Native American -30.6% 32.0% -8.5%
Male-Female 6.3% -9.2% -3.6%
Source: Maryland ATS
Note: A negative number indicates a decrease in disparity, a positive number indicates an increase in disparity
Table 3- 4. Current Tobacco Use Trends by Race/Etheity and Survey Year

2000 2002 2006
Weighted Weighted Weighted
Population N % (CI) N % (CI) N % (CI)
Asian 7.2% 10.9% 6.3%
9,813 (3.8%-10.5%) 10,554 (5.5%-16.3%) 7,260 (3.2%-9.5%)

African American 22.0% 18.7% 18.1%
204,337 | (19.7%-24.3%) | 190,299 | (16.6%-20.8%) | 189,134 | (16.2%-20.1%)

Hispanic 21.2% 20.7% 16.3%
27,779 (15.5%-26.9%) 47,317 (14.2%-27.1%) 43,922 (12.4%-20.1%)

White 22.5% 20.2% 19.2%
560,185 (21.4%-23.6%) 499,312 (19.1%-21.3%) 473,011 (18.2%-20.3%)

Native American 32% 28.1% 29.0%
19,265 (23.0%-41.1%) 15,871 (20.6%-35.%7) 11,715 (19.7%-38.4%)

Source: Maryland ATS

Figure 3-5. Progress toward Reducing Negative Dispties in Current Tobacco Use Prevalence
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3.1.1.5. Goal 4: To sustain community-based commes$ive tobacco control strategies through the
local public health component of the Tobacco Progra

The goal for sustaining community-based comprelvertsibacco control strategies through the Local
Public Health Component of the Tobacco Programaeasmplished through the review, approval, and
funding of school-based and community-based enfioece and cessation efforts in each of the 24
Maryland jurisdictions. Local programs have beamdfd in each jurisdiction beginning in FY2001 and
continue to be funded.

3.1.1.6. Goal 5: To counteract tobacco industry rketing and advertising efforts by exposing target
audiences to sustained countermarketing and medianpaigns.

The goal for implementing and sustaining a counéeketing and media campaign was achieving
progress in FY2002. However, due to changes inifgndhat component of the program, which was
initially funded at $10 million, was reduced by 95€arrently, funds available for the countermankgti
and media component have been redirected towaktgjimg awareness for the statewide cessation
quitline that began implementation in FY2006. Hoemr\according to the State prepared MFR report for
FY2005, in FY2002, 61.5% of adults in the geneggyation and 54.8% of minority population saw
CRFP media messages. According to the resultsed@6 MATS, 70.9% of adults in the general
population and 73.9% in the minority population savheard media messages about the dangers of
smoking one or more times in the 30 days prioraigipating in the survey. Minority individuals
(73.9%) were significantly more likely than non-miiiies (69.2%) to report having been exposed to
media messages about tobacco risks within the 9 m#or to participating in the survey.

Examining exposure to media messages furtherjvithahls who are current smokers were significantly
more likely to report having seen or heard messabeat tobacco risks (82.1%) during the 30 dayer pri
to taking the survey than those who are not cusamkers (69.0%). In 2006, the State implemented a
statewide Quitline, and began promoting the avditalof cessation help through the Quitline. TH0B
MATS included a question asking whether individuais aware that cessation help is available through
their local health departments or the State QuaitlDdverall, 47.9% of adults indicated that theyeaver
aware that help is available. Current smokers wey@ficantly more likely to indicate awareness
(59.5%) than those who do not currently smoke 5.0 able 3-5).

Table 3-5. Media Exposure and Awareness of Cessatidssistance by Smoking Status

All Adults Current Smokers Current Nonsmokers
percent exposed to media 70.9 (69.9-71.9) 82.1 (79.8-84.4) 69.0 (67.9-70.1)
messages about tobacco risks
Percent aware of help through local
health department or Quitline 47.9 (46.9-49.0) 59.5 (56.5-62.4) 45.9 (44.8-47.0)

Source: 2006 Maryland ATS

3.1.1.7. Goal 6. To change the existing environmadrgontext in Maryland communities from
toleration of promotion of tobacco use to a contélat does not condone the use of tobacco products.

Progress toward achieving the goal of reducingaolee and promotion of tobacco use was examined by
measuring the number of adults who agree that sigakiharmful to children and the percentage of
youth living in smoke-free homes. As shown in F&g8r6, there were significant increases in thegydrc

of adults that strongly agree that cigarette sniskermful to children each survey year from 2080 t
2006 and significant decreases in the percent okermhouseholds with minor children in the homerfro
2000 to 2002 and 2006.
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Figure 3-6. Progress toward Reduction of Tolerancand Promotion of Tobacco Use
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3.1.2. To what Extent did the Components in the Tob  acco Program Support the Control of
Smoking in Maryland?

3.1.2.1. Overview

There are four major components to the CRFP TobRoogram: surveillance and evaluation, counter-
marketing and media, statewide programs, and fmdalic health. This section discusses each comgonen
of the CRFP Tobacco Program, provides detailednmion about the activities of the local health
component, presents statewide and jurisdictionHeweomes from the MATS and MYTS, and provides
an economic impact analysis of tobacco use in Mayl

Surveillance and evaluation.The surveillance and evaluation component is aiatedonitoring the
State’s progress in reducing tobacco use, incrgasimreness of the risks of tobacco use, and dengea
acceptance of pro-tobacco activities by condudimgseline study (conducted in 2000) and follow-up
studies (conducted in 2002 and 2006) of Marylandtadnd youth.

Counter-marketing and media. According to the statute, the purpose of the caumtarketing and
media component of the CRFP Tobacco Program isdordinate a statewide counter-marketing and
media campaign to counter tobacco advertisemeutsligsnourage the use of tobacco products.” The
funds for this component were reduced by 95% #ffteistart of the Program, and the funds that remain
are being used to promote Maryland’s statewidedofaessation quitline. There is evidence that
activities under this component are working to &ase awareness of the quitline.

Statewide programs.According to the statute, the statewide public theebmponent of the program is
intended to maximize program effectiveness andrersatewide program implementation and
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coordination. Prior to FY2006, when funds becarneilakle for implementing Maryland’s statewide
cessation quiltine under the statewide componantifg was only available for the MOTA program and
the Legal Resource Center. There was and is naorfgnohder this component for local program staff.
Between June 2006 and January 2007, 1,964 tobaecs called the Quitline and most of the callers
heard about the Quitline through media advertising.

Local public health. The local public health component focuses on dhlewing four areas of tobacco
use prevention: Community-based programs, scha#arograms, enforcement of existing tobacco
control laws, and smoking cessation. These elens@ateecommended by the CDC’s Best Practices
approach to statewide tobacco programs.

« Community-based program@ommunity-based program activities accomplishbdoad reach over
the course of the Program through community caealjtfaith-based, and secondhand smoke
reduction programs. The program attendance to h@ggam activities reached 1,345,675 since
FY2004. Community-based program activities fluadgatvith local public health funding.

» School-based programSchool-based activities implemented by local Tabgwrograms include
education, peer programs, smoking cessation pragrstiaf training, cessation, and reinforcement of
school tobacco policies. Program activities targetonly youth, but also adults through college
programs and education activities for parents efhpndergarten students.

» Enforcement of existing tobacco control lawkerchant education on youth access and product
placement laws is provided under the enforcememenht of the local Tobacco programs. Programs
also conducted compliance checks, and issue cisatmmerchants for noncompliance with sales,
product placement and clean indoor air laws angtih for tobacco possession.

» Smoking cessation.ocal cessation activities included conductingsaéien groups, providing
cessation counseling, and providing smoking cessatids to individuals who need them to quit. A
total of 70,696 attendees have received eitherpgooundividual cessation counseling and classes
through the local Tobacco programs.

Statewide tobacco outcomedvaryland has seen positive outcomes in significaduction or
maintenance of low prevalence of youth smokingtabadcco use from 2000 to 2006 among middle
school and high school youth and within subpopoietiincluding females and minorities. There has als
been a significant decline in youth reporting eartyoking initiation, and significant increases outh
indicating that they are not open to smoking owreet

Adult tobacco outcomes similarly show positive ames in significant reduction of prevalence of
current smoking and tobacco use from baseline @ 28nd these reductions are evident among males,
females and minority adults. Although there wasiebchange in current smokers who made a serious
attempt to quit smoking within the past 12 montiasrf baseline to 2006, the proportion of respondents
that successfully quit increased significantly otnere. There are significantly fewer minors livimg
homes with an adult smoker in 2006, compared t®28@tewide in 2006, nearly 81% of adults
endorsed the belief that secondhand smoke is hatonéhildren.

Economic impact analysisOverall, it is estimated that smoking costs Manglaver $2.2 billion in

adult medical expenditures and over $3 million @matal medical expenditures annually. Added to the
excessive medical cost of smoking are productigisg and the value of potential years of life legtjch
are estimated to be $1.8 billion and $10.6 bileach year, respectively, the total annual costrafkéng

in Maryland exceeds $14 billion. It is estimatedtt$i967 million in adult medical expenditures add2$
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million in neonatal medical expenditures can beedaannually if smoking prevalence in Maryland is
reduced to the target level set by the MarylandtHémprovement Plan 2000-2010 (MDHMH, 2001).

3.1.2.2. Surveillance and Evaluation

The surveillance and evaluation component is aiatadonitoring the State’s progress in reducing
tobacco use, increasing awareness of the risksbatto use, and decreasing acceptance of pro-tmbacc
activities by conducting a baseline study and ahfollaw-up studies among Maryland adults and youth
Additionally, there was a goal of conducting ongpévaluations of the elements of the local public
health component. Although funding has not permiiétenual State tobacco use studies, there have been
three surveys conducted — the baseline survey(0,26hd follow-up surveys in 2002 and 2006. The
outcomes data presented in this section (3.1.2)raselction 3.1.1 of this report come from the MATS

and MYTS.

The sampling strategy used for collecting datetierMATS ensures that a sufficient number of
respondents are collected from each jurisdiction, that representation of racial and ethnic miresit

and females is sufficient for examination of outesnamong and between groups. Table 3-6 provides a
breakdown of the survey population for each year.

Table 3-6. Population Information for MATS Respondets by Survey Year

Population 2000 2002 2006
Male 6,746 6,189 8,259
Female 9,850 9,448 13,540
White 12,676 11,995 16,884
African American 2,692 2,485 3,145
Hispanic/Latino 374 392 684
Asian 249 225 289
Native American 262 275 194
Other 135 88 229
Total (Including missing) 16,596 15,638 21,799

Data for the MYTS is collected via in-school surseyhe same survey is used for middle and high
school students, but the data is separated by ktlpmbecause there are known differences between
middle and high school students on most tobac@ieelmeasures. Because the statute mandates that
Maryland report on underage youth (under 18 yebage), the data for all youth participants th#tei

did not indicate their age or indicated that they 8 years old or older were removed from theeesl

in this report. However, to remain consistent wigtional data that is collected, Maryland colletdsa

from all middle and high school students, regasit#sage. Table 3-7 presents a demographic breakdow
of the participants in the MYTS.

Table 3-7. Population Information for MYTS Respondets by School Type and Survey Year

Middle School High School

Population 2000 2002 2006 2000 2002 2006
Male 11,136 13,610 12,155 16,059 17,813 27,007
Female 11,084 13,547 12,087 17,055 19,557 28,709
White 14,657 17,298 14,913 22,653 23,436 34,059
African American 5,014 6,324 5,832 6,712 8,839 13,523
Hispanic/Latino 829 1,305 1,568 1,836 2,526 4,291
Other 1,647 2,124 1,865 1,927 2,623 3,777
Total (Including missing) 22,295 27,241 24,288 33,3 05 37,647 55,801

In addition to providing information about trendstobacco-related attitudes and behaviors, thefdata
the surveys is used to determine the funding leeel®cal public health component in each jurisidic.
Base funding is added to funding based on the ptiopoof smokers within each jurisdiction and each
jurisdiction implements the local public health gwnent of the CRFP Tobacco Program.
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3.1.2.3. Countermarketing and Media

According to the statute, the purpose of the caumigrketing and media component of the CRFP
Tobacco Program is to “coordinate a statewide @umarketing and media campaign to counter tobacco
advertisements and discourage the use of tobaocigis.” This component was intended to include a
three-phase project with the goal of community rhizdtion through a targeted statewide media

campaign focusing on countering pro-tobacco messagising awareness about the need to reduce youth
access to tobacco products, raising awareness tif@oneed to reduce exposure to secondhand smoke,
and supporting tobacco users in their attemptsitivaspd stay quit.

The funds for this component were reduced by 954 #fe start of the Program, and the funds that
remain are being used to promote Maryland’s statewessation quitline. There is evidence that
activities under this component are working to &axse awareness of the quitline. Of the callers that
contacted the quitline between June 2006 and Ja20&7, more than two-thirds (67.6%) heard about
the quitline through media or awareness campaiwgiading newspapers or magazines, outdoor ads,
radio, radio commercials, radio news, televisiomowrcial, television news, or the internet (Tabi®)3

Table 3-8. Source of Quitline Awareness by Month

Source Jun-06 Jul-06 | Aug-06 | Sep-06 | Oct-06 | Nov-06 | Dec-06 | Jan-07 Total
Brochure/Newsletter/Flyer 3 11 13 13 21 27 32 23 143
Cigarette Pack (Quit
Assist) 1 1 3 20 7 3 2 2 39
Community Organization 2 6 3 5 6 8 22 58
Employer/Worksite 0 3 5 2 3 4 2 11 30
Family/Friend 1 14 9 6 18 16 20 41 125
Health Department 2 7 3 3 8 11 13 13 60
Health Insurance 0 0 0 2 1 3 1 1 8
Health Professional 10 12 12 9 16 13 14 24 110
Newspaper/Magazine 3 17 5 2 0 11 5 14 57
Outdoor Ad 0 2 8 2 4 11 16 21 64
Past Caller 0 0 0 0 2 1 0 4
Paycheck Stuffer 0 0 0 0 0 0 0 1 1
Poster 0 0 0 0 0 2 1 3
Radio 0 0 0 0 9 61 48 24 142
Radio/Commercial 0 63 27 7 0 0 0 0 97
Radio/News 0 6 8 0 0 0 0 0 14
Sport Event 0 0 0 0 0 0 2 2 4
TV/Commercial 6 13 10 38 46 74 240 562 989
TV/News 0 6 1 0 0 0 7 14 28
Website 0 6 9 1 8 7 6 12 49
Does Not Remember 0 0 0 2 0 0 0 1 3
Other 2 5 5 10 8 12 20 16 78
Refused 1 0 1 0 0 1 1 2 6
Not Collected 3 6 5 4 4 5 2 14 43
Total 34 178 130 124 160 268 440 827 2,161

3.1.2.4. Statewide Programs

According to the statute, the statewide public theedmponent of the program is intended to maximize
program effectiveness and ensure statewide prognatementation and coordination. Prior to FY2006,
when funds became available for implementing Mamyla statewide cessation quiltine under the
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statewide component, funding was only availablglierMOTA program and the Legal Resource Center.
There was and is no funding under this componearibtal program staff. Between June 2006 and
January 2007, 1,964 tobacco users called the Qaidihd most of the callers heard about the Quitline
through media advertising.

The Legal Resource Center has provides legal assisto local health departments and jurisdictions
through newsletters, trainings, workshops, andcetedjtechnical assistance. It also provides assist®
State legislators during the General Assembly sassiThe Center has worked to train high school
students to conduct compliance checks for enforognrained undercover agents to participate in
Baltimore City’s compliance check program, and aarts college law and tobacco control seminars.

The MOTA program is discussed in detail in Chaptef this report. The program is designed to previd
outreach and technical assistance to minority conities. There are MOTA grantees working with the
Tobacco and Cancer Programs in 17 jurisdictiorisYia006.

The State implemented a statewide tobacco cessgatitime in June 2006. Smokers are provided with a
average of four brief intervention sessions inalgd first session lasting approximately 30-minated

at least two follow-up sessions lasting approxiryat@-15 minutes each. The initial session is atéd

by the smoker; the follow-up sessions are initidigdhe Quitline counselors. Although no medicadion
are provided through the quitline, referrals arelenor free cessation services as needed. Therguitl
also provides specialized information for healtregaroviders and others who want to assist people i
quitting smoking.

To promote the Quitline, Maryland has a websitger and pamphlets for local health departments to
distribute newspaper advertisements, televisionradih news spots, and television and radio
commercial spots. Between June 2006 and Januard; 2G0tal of 1,964 tobacco users have called the
Quitline, 584 of who were uninsured. Most of théera heard about the Quitline through television
commercials. Smokers have called from all 24 jucisohs, with Baltimore City (which is working with
the Legacy Foundation to promote the Quitline) tiBadre County, and Prince George's County
accounting for almost two-thirds (62.4%) of thel@a. See Table B-1 in Appendix B for jurisdiction
level detail.

3.1.2.5. Local Public Health

Community-based elementLocal Tobacco programs engage in a number of cartyrbased

activities: awareness campaigns, community coalpimgrams, faith-based programs, policy promotion,
secondhand smoke programs, and coalition meet8ayee of the main goals of the community-based
activities are to raise awareness and increaselkdge by educating the public and community leaders

From FY2004 to FY2006, 1,345,675 people in the gdrpublic attended educational activities through
community outreach activities undertaken by locabpam staff, coalition members, and subvendors to
the local programs. The majority of this educatitendance occurred during FY2004. Since FY2002,

the programs have accomplished the following throcmmmunity-based programs:

» 4,998 awareness campaigns
e 5,096 community programs including
0 760 community coalition programs

0 1,681 faith-based programs
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0 2,655 secondhand smoke reduction programs
* 1,001 policy promotion activities
* 694 coalition meetings.

As shown in Table 3-9, many of the community attegi peaked in FY2004, decreasing in both FY2005
and FY2006. Funding for the local public health poment of the program decreased after FY2003, and
has remained flat in FY2005 and FY2006, and thenconity-level activities implementation appears to
reflect the funding changes over time. Overall camity programs implemented peaked in FY2004,

with coalition programs, faith-based programs, secbndhand smoke reduction programs all increasing
during that year. The overall decrease in commuysridgrams in subsequent years is primarily driven b
the decrease in secondhand smoke reduction progreensime. Policy promotion activities declined by
almost one-half from FY2004 to FY2005, and decliagdin by one-half from FY2005 to FY2006. As
would be expected, given the decreases in acsuitiging FY2005 and FY2006, the number of attendees
educated through community-based events declinedgitihose years.

Table 3-9. Local Tobacco Program Community-Based Aromplishments by Fiscal Year

Community-Based
Activities FY2001 FY2002 FY2003 FY2004 FY2005 FY2006 Total

Awareness campaigns 201 — 1,847 1,111 866 973 4,998
Community Programs 21 31 863 1,692 1,443 1,046 5,096

Community coalition . . 125 230 230 175 760

programs

Faith-based programs 12 31 311 506 511 310 1,681

Secondhand smoke 9 — 427 956 702 561 2,655

reduction programs
Policy promotion activities — — 59 521 276 145 1,001
Coalition meetings — — 218 179 153 144 694
Attendees to community — — | 840547 | 352273 152,855 | 1,345,675
education events
Local Public Health Budget $5,675,000 $9,225,000 $9,225,000 $8,000,000 $6,960,000 $6,960,000

— = No data reported

An examination of activities at the jurisdictiorvég revealed that there may be differences in local
approaches to community-based activities. For el@ntmppears that Baltimore City emphasized polic
promotion to a greater extent than other jurisditdi while Prince George’s County emphasized
community leader training to a greater degree tthar jurisdictions of similar size. However, the
relatively broad definitions of activities limitehdetailed comparisons that provide insight about h
these differences are affected by such things dgdis, staff allocations, or time constraints ow fizey
affect program reach or depth. For instance, avesenampaigns may mean different things—from
presentations at firehouses to materials distiwoutit offices of health care providers to condgrtocal
media campaigns—and they would have differentis@gfbudgets and time requirements, and would
also reach different audiences.

A similar problem exists with respect to evaluatihg effectiveness of local programs by lookinghat
number of people educated through community-bafedse As would be expected, the data reveal
jurisdiction-level differences in that larger judistions tend to report greater numbers of peogieated.
However, attendees at multiple events are countdtiphe times, so the actual number of individuals
reached cannot be assessed. For example, acctvdisgmated US Census data for 2005, Charles
County has a population of 138,822 yet the numbeeople educated in 2004 was listed as 180,345.
Similarly, the number of Montgomery County educatadtendees in 2004 is almost one half of its
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population. Therefore, the decrease in number opleeeducated may reflect an actual decrease in
community-based program reach or it may refleaffarénce in defining reach from one year to thgtne
or it may reflect errors in either reporting oreesting. See Tables B-2 through B-6 in Appendix B fo

jurisdiction-level information.

School-based elementSchool-based activities implemented by local Tebgwrograms include
education, peer programs, smoking cessation pragrstiadf training, cessation, and reinforcement of
school tobacco policies through placing “No Smokisigns on school property. Local program efforts
resulted in the following school-based accomplishiméetween FY2002 and FY2006:

» There have been 1,330,995 pre-school through e8aglent attendees at school-based education

interventions

» There have been 41,209 parents of pre-kindergagetiendees at school-based education sessions

« There have been a total of 309,435 K:gjpade student attendees at 1,005 peer grouptativi

* 14,714 students in kindergarten through collegestmeen provided with cessation programs

* There have been 19,185 school staff and daycaxederoattendees at training on curricula and

tobacco prevention

e 2,214 “No Smoking” signs have been hung in schools.

As illustrated in Table 3-10, kindergarten throdgff grade student attendance at education sessions
through school-based activities increased conglgteach year from FY2001 through FY2005, then
decreased in FY2006. Although the number of preiddgigarten parent attendees to school-based
education activities increased each year after B¥2the number of pre-kindergarten student attesxdee
decreased during that period. The number of coktggent attendees to school-based educationtagivi
peaked in FY2004, then decreased by one-half irOB¥2ind remained level in FY2006. See Tables B-7

through B-9 in Appendix B for jurisdiction level td.

Table 3-10. Local Tobacco Program School-Based Aaoplishments by Fiscal Year

School-Based Activities | FY2001 | FY2002 | FY2003 | FY2004 | FY2005 @ FY2006 | Total
Education attendees
Pre-kindergarten students 852 — 12,693 14,208 13,508 10,546 51,807
Pre-kindergarten parents 930 — 9,964 8,012 10,458 11,845 41,209
Kindergarten — 12" grade 11,722 | 104,606 | 155,098 | 309,505 | 309,505 | 228,140 | 1,118,576
Private school 0 — 2,415 11,051 13,382 9,164 36,012
Alternative school 46 — 260 3,067 3,895 2,181 9,449
College students 10 39,820 37,803 44,739 19,008 19,232 160,612
Peer programs
Number organized 18 — 273 342 213 159 1,005
Number of student attendees 100 — 40,528 204,087 41,041 23,679 309,435
School-based cessation program participation
Kindergarten-lZth grade — 1,078 1,986 4,279 1,356 1,208 9,907
College students 10 — 1,051 1,902 1,144 700 4,807
Staff trained
Daycare and school staff | 352 | 1,087 | 3,701 | 5,498 | 5,566 | 2,981 | 19,185
No Smoking signs
Schools installing signs | 214 | — | a5 971 | 533 | 81| 2214

— = No data reported
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It is important to note that the data collectiosteyn collects attendees, not individuals. The nuirinbe
attendance to school-based activities does natatethe number of distinct individuals that haverbe
educated. The attendance data include double camtsore) of individuals if they have attended
multiple education sessions or peer program aigss/iFor example, Cecil County reported 38,669
kindergarten through 'grade attendees to education activities in FY20#35,809 attendees in
FY2005, while that county has an under 18 poputatit25,133. Similarly, although the number of
student attendees to peer programs increased dcallyaih FY2004, this increase is driven in paytthe
fact that Harford County reported peer programmaléece of 118,601 youth, a figure almost twice the
size of the under 18 population of that county (Balele B-10 in Appendix B). It is likely the cadet in
some jurisdictions, programs that are administac¥dss all four quarters may count each individgual
each quarterly report, resulting in a quadruplent@fi each individual. However, in other jurisdats,
attendance may not be counted in the same wayefdner it is difficult to assess program impact tle
school-based activities as a function of attendémeetivities.

Many of the peaks in reporting can be traced tiviies in one or two counties. The number of
kindergarten through twelfth grade students antkgelstudents for whom cessation programs were
provided peaked in FY2004. These peaks appear doivEn by an increase in Montgomery County’s
reported cessation program provision for kindesgathrough twelfth grade, and Baltimore County’s
reported cessation program provision for collegeets (see Table B-11 in Appendix B). The increase
in staff training are almost completely accounteddy reported activity in Frederick County in FY20
and in Anne Arundel County in FY2005. Similarlyetimcreased reports of installment of “No Smoking”
signs in schools during FY2004 can be traced totlylmmery County (see Tables B-12 and B-13 in
Appendix B).

The data show local variability among programs. iRstance, in FY2005, Anne Arundel County appears
to put emphasis on younger children, with progrtéangeting daycare providers and pre-kindergarten
students and their parents. Frederick and Montgpi@eunties reported a large number of students
reached through peer programs during that samedodtiis also notable that both of these courltease
youth representatives on their coalitions. In facgderick County has the largest percentage ahyou
members (33%) of any coalition in the State. Sirmdifferences in program emphasis occurred in all
years for which data are available. However, dubéadata issues raised, explanations cannot be
attributed directly to programmatic emphasis.

Enforcement element.Local Tobacco programs provided merchant educatioyouth access and
product placement laws and conducted complianceksh&hey gave merchants citations for
noncompliance with sales, product placement arehdledoor air laws, and cited youth for tobacco
possession. From FY2002 through FY2006, local Tobgcograms accomplished the following through
their enforcement activities:

» 45,202 merchants attended education about youdsadaws and 43,929 about product placement
laws

* 26,414 youth access and 19,794 product placememtl@nce checks were performed
e 7,560 citations were delivered or facilitated.

As shown in Table 3-11, the number of merchantga&iga about youth access and product placement
laws more than doubled from FY2003 to FY2005. Altlo the number of merchants educated declined
in FY20086, it remained substantially higher tharB¥3. Most of the increase observed can be atéibut
to education activities reported by Baltimore QGigtween FY2003 and FY2006. Compliance check
activities remained constant for most jurisdictidmst changes from year-to-year within BaltimoreyCi
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created what looks like large statewide fluctuaibetween years through FY2005. Citations for youth
possession were the most likely type of citatiorthiw each year, and clean indoor air citationsentée
least likely. There was an overall decrease imtimaber of citations given throughout the Stateafor
types of infractions, but it is not clear what fassthave driven the decrease. It may be that eidncand
compliance checks have made merchants less likedglt cigarettes to minors and more likely to abid
by product placement laws, but it is not clear Wwikethis is the case. Just looking at the FY20Q@4,da
there is a weak negative relationship=(—-0.20) between the number of compliance checlidlze
number of citations. This may suggest that whesease jurisdictions cast a wide net, others may be
more strategic in where they conduct compliancek$iée.g., based on information about underage
sales). See Tables B-14 through B-16 for jurisdietevel detail.

Table 3-11. Local Tobacco Program Enforcement Accoplishments by Fiscal Year

Enforcement Activities | FY2001 | FY2002 | FY2003 | FY2004 | FY2005 | FY2006 | Total
Merchant education attendance
Youth access 158 — 6,015 12,645 15,077 11,307 45,202
Product placement 0 — 6,608 11,533 15,187 10,601 43,929
Compliance checks conducted
Youth access 494 4,853 2,771 7,778 4,937 5,581 26,414
Product placement 0 0 5,209 4,179 5,645 4,761 19,794
Citations issued
Youth sales 11 854 539 456 600 827 3,287
Product placement — — 100 13 50 37 200
Youth possession 106 859 975 731 765 602 4,038
Clean indoor air (facilitated) — — 9 22 3 1 35

— = No data reported

Cessation elementLocal cessation activities included conductingseéien groups, providing cessation
counseling, and providing smoking cessation aidsdividuals who need them to quit. An important
aspect of the entire CRFP Tobacco Program is takajoeducing disparities among racial and ethnic
minorities, and among women and pregnant womenrallbabacco programs accomplished the
following through their cessation activities duriRy2002 through FY2006:

* Involved 30,675 individuals in smoking cessatiooups

* Increased the percentage of racial and ethnic mie®and pregnant women involved in cessation
groups from FY2003 to FY2006

* Provided smoking cessation counseling to 40,02ivithabls
» Provided smoking cessation aids to 14,985 indiv&glua

There was a consistent statewide increase in theuof people enrolled in cessation groups from
FY2002 through FY2005, but a decrease in FY2006 Table 3-12). However, those increases were not
uniform across local jurisdictions. Some countialiimore, Caroline, and Charles) reported peaks in
cessation group enrollment in FY2003, while oti{@arroll, Dorchester, Garrett, Harford, Howard, and
St. Mary’s) reported fluctuations each year, begignvith a decline in FY2003. Two counties (Kentlan
Wicomico) reported decreases in cessation grouglerent each year.

There may be active outreach ongoing in partictbamties. However, a thorough examination of
jurisdiction level differences in minority cessatigroup enrollment is not feasible because the nlyidg
activities and outreach are not readily linkedh® data. Nonetheless, many counties reported @mssat
group enrollment of greater percentages of indizislwithin particular minority groups than the
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percentages of those minority groups within theurrties. This may suggest that there is activecaotr
ongoing in those communities.

The data also reveal variability in the provisidrdidferent types of cessation aids over time. ¥2B02,
the only type of cessation aids reported to beidiged was nicotine patches, and the nicotinelpatc
remained the most commonly distributed aid foyaHrs. Although nicotine gum was only reported to
have been distributed to 12 people in FY2003 gp®orted distribution was more than double that of
Zyban in FY2005. There was variability in the numbgjurisdictions providing each type of cessation
aid over time, as well. Although the number ofgdictions distributing nicotine gum increased
consistently over time, the number of jurisdictiahstributing the patch and Zyban peaked in FY2004
and declined in FY2005. See Tables B-17 and B-Lfuftsdiction-level detalil.

Table 3-12. Local Tobacco Program Cessation Achiewents by Fiscal Year

Cessation Activities FY2001 FY2002 FY2003 FY2004 | FY2005 | FY2006 Total
Total cessation group enrolliment 132 3,300 5,599 7,502 8,178 5,964 30,675
Percent enrolled in cessation groups representing t arget populations
African American — — 14.4% 21.5% 25.7% 31.0% 20.8%
Hispanic/Latino — — 0.9% 1.9% 1.5% 2.1% 3.2%
Native American — — 2.3% 3.9% 3.8% 4.4% 1.4%
Asian — — 1.2% 2.8% 2.9% 1.8% 2.0%
Pregnant women — — 2.4% 2.2% 7.6% 11.6% 5.2%
Individual Cessation
Number of individuals counseled 7 — 8,460 13,698 12,602 5,254 40,021
Number provided with cessation aids
Any type — 477 3,080 3,462 4,814 3,152 14,985
Patch — 477 2,898 3,189 4,404 2,762 13,730
Zyban — 0 170 151 120 176 617
Gum — 0 12 122 290 214 638

— =No data available
3.1.2.6. Local Tobacco Program Perspectives

Both local Tobacco program coordinators and loealth officers feel that their programs are
accomplishing many of the goals that have beerkstt@d for their programs. During in-depth
interviews, they were asked to indicate what tieykt the highlights of their local Tobacco programs
have been, and what impact their programs havehdldeir communities. The most common program
highlight mentioned by coordinators and local Healficers was that they have increased the number
and types of cessation services offered in thetrraanities, resulting in greater use of cessation
resources among community members. Coordinatorshi@ethey have built strong and able coalitions
for their programs and that they have raised avem®about the health risks of tobacco in their
communities. Most coordinators that indicated hgan impact on cessation indicated that their CRFP
funds enabled them to expand programs that alresidyed in their communities, many of which were
solely cessation programs prior to the implemeaotatif CRFP.

Many coordinators indicated that they have beea tbbuild the levels of activism in their commigst
through their coalitions. This advocacy has leathéoability to push forward local clean air, minim
distance, and product placement policies withitir tt@mmunities. According to local health officers,
these activities were enabled by the strong relahigps with and input provided by organizations and
individuals in the communities, as well as thesfrooalitions that have been built through thelloca
Tobacco programs. Most programs that have locaymioplacement policies in place believe that these
policies reduce the availability of tobacco for flau
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Many coordinators and local health officers alstidgated that the school-based funding has alloweoht
to reach more youth through the school systemsiftagration of school curricula to reach and etieica
youth about tobacco and smoking was an importaftilght for some local health officers. Some
coordinators indicated that they do not think thauld be able to reach as many youth without the
schools on board, and that the curricula that tieae established are very effective in reducing¢ob
use among youth.

Most local coordinators and some local health efdndicated that they have been successful in
reaching minorities in their communities throughitlprograms. In part, this success has been wtitidb
to the diversity of the local health coalitions grattnerships that have been forged within théafagsed
communities.

A few coordinators specifically mentioned that thiograms have reduced tobacco use prevalence in
their communities. A few coordinators and seveavehl health officers also mentioned that their
programs have had an impact on enforcement in tefmrasing compliance rates among businesses,
involving youth in enforcement activities, and fing positive ways to use money that is collected
through enforcement fines in their jurisdictions.

3.1.2.7. Tobacco-Related Outcomes: Review

Data from the 2000, 2002, and 2006 administratadriee MATS and MYTS were used to explore key
tobacco outcome variables that can be comparedtioverto examine changes in prevalence trends and
initiation/cessation patterns for adults and ydutth statewide and by jurisdiction. To the extent
possible, the potential impact of program actigitim these trends is also explored. Even when mgso
can not be specifically linked to program actiwdigta, changes in trends on tobacco prevalencegtoass
and initiation variables can implicitly inform tlmpact of CRFP funding on statewide- and localdeve
tobacco outcomes. Results for Maryland youth andtedre addressed in separate sub-sections below.

Section 3.1.1 of this report described Marylanaisgpess on statewide tobacco goals related to negluc
initiation and prevalence of tobacco use. Thosdyaea are not repeated here, but the reader indeahi
of the following findings with respect to obsengdoking and smokeless tobacco initiation and
prevalence trends from 2000 to 2006:

* In 2002 and 2006, initiation of cigarette use, &asured by middle school and high school youth
who indicated that they had ever smoked a wholarette, decreased significantly from the previous
survey year. There was a 49.1% decrease in iomiati cigarette use among middle school students
and a 38.0% decrease in initiation among high dc$tadents from 2000 to 2006.

» There were no changes over time in reported imtiabf smokeless tobacco use (“ever used
smokeless tobacco”) by middle school students;randet change from baseline to 2006 for high
school students on this variable due to a sigmfidecrease in initiation of smokeless tobacco use
among high school youth between 2000 and 2002aasighificant increase in 2006.

» Current cigarette smoking prevalence among midchea and high school youth decreased
significantly during each survey year from 200®tigh 2006. Although adult current cigarette
smoking prevalence declined from 2002 to 2006, dkisrease was not significant. However, adult
cigarette smoking prevalence was significantly Ioiweboth 2002 and 2006 than it was at baseline.

» Current smokeless tobacco use among middle scloothas remained very low from 2000 through
2006, and showed a slight, but non-significantidedrom 2002 to 2006. Although current
smokeless tobacco use saw an increase among tigbl south from 2000 to 2002, the prevalence
decreased from 2002 to 2006. Prevalence of cusrankeless tobacco use among adults remained at
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approximately 1.0% across all years. A floor efiegbrevalence among middle school youth and
adults makes it unlikely that any observable chawgé occur over time.

3.1.2.8. Undeage Youth Tobacco Outcomes: Prevaldvieasures

Cigarettes.The percentage of current underage smokers amatjerdschool and high school youth is
presented in Table 3-13 for the 2000, 2002, and 2005 samples. The CDC defines current smoking
status as having smoked cigarettes on at leastutnaf the last 30 days. As indicated by non-oysriag
confidence intervals, the steady declines obseseeass all study years appear to be significantéin
middle school and high school students. From baes¢R000) to 2006, current smoking prevalence
among middle school youth has been cut nearly lin48%); among high schoolers, there has been a
36% reduction in prevalence from baseline to 2006s variation in percent change in smoking
prevalence across the middle school and high saroalps is perhaps suggestive of more widespread
effects of prevention efforts among the youngerggeips, although due to differences in the sizihef
high school and middle school samples, the neteffiethe rate changes (in terms of raw numbers) ma
be fairly equivalent. Alternatively, the variatiompercent change could be explained by a higher
likelihood of initiating smoking during the highlsmol grades.

Table 3-13. Percent of Current Underage Smokers byouth Population and Survey Year

Population 2000 2002 2006
Middle School 7.2(6.3-8.1) 5.2 (4.7-5.7) 3.7(32-4.3)
High School 23.0 (22.1 - 23.9) 18.7 (17.9 - 19.5) 14.7 (13.9 - 15.4)

As shown in Table 3-14, the reduction in currenbkimg trend holds for both males and females across
both middle school and high school; as well agriororities in both school groups. In all of these
demographic groups, the degree of non-overlapmfidence intervals appears to indicate significant
differences in current smoking rates from 2000062 2002 to 2006, and from 2000 to 2006. There is
some evidence that high school males are eithee nesistant to prevention efforts or more likely to
initiate smoking behavior than the other schooleXdger groups: current smoking rates declined by 41%
for middle school females, 41% for high school feeeaand 42% for middle school males, but declined
by only 30% for high school males. Although a 3@durction in prevalence of smoking is still a
significant accomplishment, the State may wanutther explore the risk and protective factors
influencing the initiation or maintenance of smakimehaviors among high school males, and target
prevention and/or cessation programs to bettecteffeange in smoking rates among this group. Fgir hi
school females, the trend in smoking rate haseshifiom a 2000 prevalence rate that was actuailydhri
than male smoking prevalence to a 2006 rate thatswgificantly lower than for high school males.

Table 3-14. Percent of Current Underage Smokers byouth Population, Gender, and Survey Year

Males Females
Population 2000 2002 2006 2000 2002 2006
. 7.2 5.4 4.2 7.2 5.1 3.2
Middle School 6.0-84) | (47-61) | (34-49) | (61-83) | (44-57) | (2.6-3.8)
High School 2.4 18.4 15.6 23.4 18.7 13.7
(21.2-23.6) | (17.5-19.4) | (14.8—16.5) | (22.1—24.7) | (17.7-19.6) | (12.8 — 14.6)

Tables B-19 and B-20 in Appendix B show the midaibool and high school current smoking
prevalence rates over time by jurisdiction, as w&slabsolute and relative change in prevalence from
baseline in 2000 to 2006. However, given the vemglsnumber of smokers in some of the jurisdictjons
relative change data may not be consistently inddinra of meaningful jurisdiction differences.
Additionally, three of the counties that demon&tratower percent change from the statewide cheange
smoking prevalence (Carroll, Montgomery, Prince @ets) had significantly lower smoking rates than
the state in 2000 to begin with, so this needstodnsidered in interpreting the prevalence change
variable. In 2000, several jurisdictions had sigaintly higher middle school prevalence rates tien
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statewide rate. Examination of confidence interuadiécates that two counties (Caroline and Wicorpico
had significantly higher middle school prevalenates than the State as a whole in 2000, 2002, @GD@l. 2
While the prevalence rates in these jurisdictioas gignificantly higher each year than the corradpw
state rates, the relative change in prevalence #@d@ to 2006 still shows a 47% reduction in middle
school smoking rate for Wicomico County and a 48%uction for Caroline County. Examination of
confidence intervals indicates that the majorityuoisdictions show a pattern of non-significananges

in smoking rates from 2000 to 2002, but significaattuctions from 2002 to 2006 and from 2000 to 2006
The trend of significant jurisdiction-level reduartis in smoking rates since 2002 may reflect thearhp

of jurisdiction level programming from CRFP funds.

For the high school sample, nine jurisdictions ¢gthany, Calvert, Caroline, Cecil, Garrett, Kengnk
Talbot, Washington) demonstrate traditionally higbmoking prevalence rates than the state as aewhol
(i.e., significantly higher in all study years). £§pite the traditionally higher smoking rates insiéne

counties, the trends in high school smoking actioss forall jurisdictions show desired decreases across
the three MYTS administrations and, as shown bynixation of confidence intervals, generally reveal
significantly lower prevalence rates in 2006 vsdime.

Smokeless tobaccdlable 3-15 provides the percentage of middle scwed high school youth currently
using smokeless tobacco (i.e., use on at leasbwinef the last 30 days). Current use of smokeless
tobacco is very low among middle school and higiostyouth overall (~2% and 5%, respectively) and
has not changed significantly over time for eitgeyup. For middle school youth, the rate of smad®le
tobacco use in Garrett County has been signifigdngher than the state rate in 2000, 2002 and .2006
For high school youth, Alleghany, Frederick, Gdrrahd Kent counties showed smokeless tobacco
prevalence rates that were significantly highenttie state rates in 2000, 2002, and 2006. Evemgmo
these jurisdictions with more smokeless tobacco presalence still decreased from baseline to 2006
all of these jurisdictions except Frederick andré&icounties. Smokeless tobacco use has increased
among a few other counties as well; likely sigrafidy so in Cecil and Talbot counties (See Tabled B
and B-22 for jurisdiction-level data).

Table 3-15. Percent of Current Smokeless Tobacco &fs by Youth Population and Survey Year

Population 2000 2002 2006
Middle School 21(1.7-25) 2.1(1.8-2.3) 19(16-2.2)
High School 4.7 (4.3-5.1) 5.2 (4.8 -5.6) 48(4.4-5.2)

These data represent underage youth only

Other tobacco products.Since jurisdiction-level analyses of other tobapomducts yielded suppression
of several cells due to very low reported use gaid, bidis, and kreteks, we examined other tobaseo
beyond smokeless tobacco by looking solely atwstdeeyouth prevalence of cigar smoking, and
jurisdiction level trends for any tobacco use. Aganiddle school and high school youth, currentrciga
smoking has decreased over time, likely signifigasd with each fielding of the MYTS survey since
baseline:

* Prevalence of cigar smoking for middle school yduak gone from 4.6% at baseline (+/- 0.7% C.I.)
to 3.5% in 2002 (+/- 0.4% C.1.) to 2.9% in 2006-(@/4% C.I.).

» Prevalence of cigar smoking for high school youth gone from 12.5% at baseline (+/- 0.7% C.1.) to
11% in 2002 (+/- 0.6% C.I.) to 9.2% in 2006 (+5% C.I.)

Table 3-16 provides statewide trend data for middteool and high school current use of any tobacco
product. Statewide middle and high school youtlatab use declined significantly from 2000 to 2006,
from 2002 to 2006, and possibly from 2000 to 209%vell (the confidence intervals overlap slightly f

each group for the 2000 to 2002 comparison). Asvahia Table B-23 in Appendix B, two jurisdictions
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have been consistently higher than the state idlaigchool tobacco use prevalence in all MYTS
administrations (Somerset County and Baltimore ))Cifgble B-24 in Appendix B shows that several
jurisdictions have demonstrated higher high schalazhcco use prevalence rates than the state in alll
MYTS years (Alleghany, Caroline, Cecil, Garrett,rKeSomerset, and Talbot counties). Even among the
counties with traditionally higher prevalence ratbe trend in youth tobacco use prevalence has
continued to decline over time. The majority ofigdictions show significant changes since basétine
prevalence of any tobacco use among both middléneyidschool youth.

Table 3-16. Percent of Current Any Tobacco Users bYouth Population and Survey Year

Population 2000 2002 2006
Middle School 12.0 (10.5-13.5) 10.8 (9.9 -11.7) 7.5 (6.6 —8.3)
High School 24.9 (28.4 — 30.4) 27.7 (26.7 — 28.7) 21.6 (20.7 — 22.5)

These data represent underage youth only
3.1.2.9. Underage Youth Tobacco Outcomes: Initiatiand Uptake Measures

Initiation of cigarette smoking. Initiation rates in Maryland for smoking among ufiel school youth
have declined by 49% since baseline:

* In 2000, 16.7% of middle school youth reported esraoking a whole cigarette (note: confidence
interval not reported in the September 2003 repoitlaryland tobacco surveys).

* In 2002, 11.7% of middle school youth reported esraoking a whole cigarette (C.I. +/- 0.8).
* In 2006, the initiation rate for middle school yewlropped to 8.5% (C.I. +/- 1.0).

For Maryland high school youth, initiation ratesy@also steadily declined over time and demonstrate
38% decline since baseline:

* In 2000, 43.4% of high school youth reported eveolsng a whole cigarette (note: confidence
interval not reported in the September 2003 repoi¥aryland tobacco surveys).

* In 2002, 3.4% of high school youth reported eveoldng a whole cigarette. (C.I. +/- 0.9).
e In 2006, the initiation rate for high school youttopped by 26.9% (C.I. +/- 1.0).

The reduction in youth smoking initiation ratesnesgents a statistically significant change for esadiool
group— at least from 2002 to 2006, and likely from 2002002 and 2000 to 2006 as well. Without
confidence intervals for the 2000 point estimate,can not be sure about comparisons involving that
year.

There has also been a significant decline over imtiee percent of youth reporting early smoking
initiation (i.e., prior to age 11). Table 3-17 stsoavreduction in the percent of youth who have &ienl
cigarettes (even one or two puffs) that report hgegmoked their first whole cigarette prior to dde
Examination of confidence intervals indicates aigant reduction in reported early inititation of
smoking behaviors for both school groups for bdii®to 2002 and 2000 to 2006. The stabilization of
high school reported early initiation from 20022006 could be a function of the aging of the ordjin
middle school cohort—the population df §raders represented in the original 2000 bastii&S
would, in 2006, have grown into the population 2f fraders represented in the 2006 MYTS
administration. If prevention efforts have beereefive, reported early initiation should stabilesr

time as fewer new smokers initiate smoking each gad age of first use is likely delayed.
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Table 3-17. Percent of Underage Youth Ever Tried Soking and Were Early Initiators by
Population and Survey Year

Population 2000 2002 2006
Middle School 28.5 (26.6 — 30.5) 23.2 (21.4-24.9) 20.8 (18.4 — 23.2)
High School 14.5 (13.6 — 15.4) 12.8 (12.1 - 13.5) 12.5 (11.8 -13.2)

Smoking uptake scaleTo further examine patterns associated with ymittation of smoking

behaviors, a smoking uptake scale was createddooniinations of MYTS variables/responses.
Categories of the scale and operational definitafresach category are provided in Table 3-18. Utlireg
uptake scale in addition to smoking or initiatiateas alone offers several analytic advantaged, Eies
smoking rates among middle school students aredlpilow and hence require greater statistical gow

to detect statistically significant differencessmoking rates. Smoking uptake scales utilize thelevh
sample and may vyield statistically significant ojpes in meaningful categories (e.g., increase in the
number of students closed to smoking). Second,ggsam smoking rates can be considered an upstream
effect of tobacco prevention programs, whereasnitrease in the number of students who do not thten
to smoke represents a more immediate effect of Brggkevention programs.

Table 3-18. Operational Definitions of the SmokindJptake Categories

Category Data-based operational definition

Not open to smoking youth Respondents who had never tried a cigarette, not even a few puffs, and
who answered “definitely not” to questions about smoking in the future:
(1) Do you think you will smoke a cigarette at anytime during the next
year; and (2) If one of your best friends offered you a cigarette, would
you smoke it?

Open to smoking youth Respondents who had never smoked, not even a few puffs, but who
indicated that they might smoke in the future by answering “definitely
yes,” “probably yes,” or “probably no” to the question about smoking in
the future or if a best friend offered them a cigarette. This is similar to
the definition used in defining the “open to smoking” group in First Look
Report 3 (Mowery, Brick, and Farrelly, 2000).

Prior experimenters Respondents who had tried smoking in the past, but had not smoked in
the past 30 days.
Early-stage smokers Respondents who had smoked at least once in the past 30 days but

who had either (1) smoked on less than 20 of the last 30 days or (2)
smoked less than 100 cigarettes during their lifetime. Early Smokers are
at high risk of becoming Established Smokers, since these persons
have progressed to the experimenter stage (USDHHS, 1994).

Established smokers Respondents who had smoked 20 or more of the past 30 days and who
had smoked 100 or more cigarettes during their lifetime.

The smoking uptake categories are designed to beathuexclusive. Thus, the cumulative frequency of
respondents across all categories is 100%. Chavgedime in the frequency of smoking uptake
categories for middle and high school are presentétyures 3-7 and 3-8, respectively. Chi-square
statistics were calculated to determine whetheethere significant differences in the smoking kpta
distributions. Results are provided in Table 3A®chi-squares reached significance at the p<.0001
value. Although this is partially attributable teetlarge sample size, combined with the observadgds
in prevalence over time and the graphical depiatibchanges in uptake in Figures 3-7 and 3-8, these
results support a changing distribution of youttokimg behaviors from baseline to present.
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Figure 3- 7. Trends in Underage Middle School Youttptake Stages of Smoking
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Figure 3-8. Trends in Underage High School Youth Ujake Stages of Smoking
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Table 3-19. Results of Chi-square Tests of Indepeadce for Smoking Uptake Categories

Middle School High School
Comparison df X2 o df X2 o
2000 to 2002 4 1010.13 0.0001 | 4 2979.71 0.0001
2002 to 2006 4 2255.98 0.0001 | 4 4128.34 0.0001
2000 to 2006 4 5635.44 0.0001 | 4 13417.13 0.0001

Confidence intervals were compared to examineitréficance of the changes across time for each
smoking uptake category. Statistically significantreases in the percentage of middle school agfu hi
school students “not open to smoking” were obsefi@d baseline to 2002, 2002 to 2006, and baseline
to 2006. Statistically significant decreases infteguency of all other categories were observealio
compared years for middle school students (withetteption of floor effects observed in the
“established smokers” category). For high schaadents, the expected significant decreases in
frequency over time were observed for all categoeiecept “open to smoking”. The results actually
reveal statistically significantcreasedor high school students in openness to smokingp&th baseline
to 2002 and baseline to 2006. High school studpenoess to smoking did decrease significantly
between 2002 and 2006, but has increased ovana# biaseline 2000.

Calculations of the smoking uptake scale for middiieool and high school youth are tabulated by
jurisdiction in Tables B-25 and B-26 in AppendixMany jurisdictions demonstrated the expected
pattern of changes in uptake (i.e., significanteases in youth being closed to smoking and sgmfi
reductions in all other uptake categories). Wharéhie did not hold true, it was nearly always
attributable to increases in openness to smokingngmoertain jurisdictions. If the data are indingta
real increase in openness to smoking for the high dajroeoip, examination of gender and minority
status reveals significantly different patternsagenness to smoking” among the high school groups
over time. The gender and minority patterns in ogss to smoking are shown in Figure 3-9. By 2006,
openness to smoking had converged for males/feraalgsninorities/non-minorities, with each group
demonstrating an overall increase since baseligeifisant for all groups but females).

Figure 3-9. Gender and Minority Trends in Opennes$o Smoking among Underage High School
Students
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Stages of initiation.In keeping with previous work done by the Marylddepartment of Health and
Mental Hygiene (DiClemente, 2003) with the MYTS RGfataset, the MYTS 2006 data were used to
classify Maryland youth into five stages of smokiniiation—Precontemplation, Contemplation,
Preparation, Action, and Maintenance. The 20002846 distributions of middle school and high school
youth on these stages of initiation were compavetkttermine whether there have been significant
changes since the baseline tobacco study. DiClexisegdirlier work with the 2000 data retained in the
2000 analysis all students under the age of 19ydimtg 18-year olds. The DiClemente analysis of the
2000 data was also based ontheveightedMYTS data. To be consistent with the other yoottatco
analyses included in this Comprehensive Evalud®eport, the stages of initiation classifications fo
2000 were re-run to both base the frequency ahtion stages on theeightedMYTS 2000 data, and to
exclude 18-year olds. Youth are classified intofthe stages of smoking initiation using four MYTS
guestions. The initiation stages are defined devisl (DiClemente, 2003):

* Precontemplation—Youth who are not currently smgkand are not planning on smoking within the
next year.

» Contemplation—Youth who are not currently smoking dave some thoughts about smoking a
cigarette in the next year.

* Preparation—Youth who have minimally tried cigagst(less than 99 in their lifetime) who may be
currently smoking (less than 5 days in the pastB@)definitely plan on smoking within the next
year.

» Action—Youth who have smoked more than 6 cigarettakeir entire life, and have smoked 6 or
more days during the past 30 days and have smokéeisk than 6 months, and have expressed some
probability of smoking a cigarette within the ngeir.

* Maintenance—Youth who have smoked more than 10freitgs in their entire life, smoked 6 or
more days during the past 30 days, and have snfoked least 6 months, and have some probability
of smoking a cigarette within the next year.

Figure 3-10 depicts the 2000 and 2006 distributmmngouth stages of smoking initiation for middle
school and high school groups. As shown in therégthe statewide distributions changed as expected
from 2000 to 2006, with higher percentages of radpats classified as “Precontemplators” in 2006, an
lower percentages of youth classified into the rieing (increasingly severe) initiation stages. Tehes
findings parallel the observed changes in smokjptgke scale distributions that were found in 2066 v
baseline, and provide further evidence that yoatbksng trends in Maryland are changing for thedrett
As will be discussed later, it is difficult to lirtkese observed outcomes to program-level data that
illustrate the direct impact of CRFP activitiessimoking behaviors. But certainly the observed chang
in outcomes for youth smoking prevalence and itmatiaare reflective of what would be expected if
prevention efforts are working in the State of Mangl. Chi-squares were used to test for differences
the distributions of initiation stages in 2000 &8MD6. Tests of independence reached the p<.0001
significance level for both the middle school amghhschool groups. Results are presented in TaBle 3
To remove the influence of sample size, the testsupplemented by Cramer’s V, which confirmed that
there is some association between study year andishribution of youth stages of initiation.
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Figure 3-10. Proportion of Underage Middle and HighSchool Students in Each Stage of Initiation,
2002 and 2006
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Table 3-20. Results of Chi-square Tests of Indepeadce for Study Year and Stages of Initiation of
Youth Smoking

Middle School High School
Comparison df X2 P Cramer's V df X2 p. Cramer's V
2000 to 2006 4 3474.24 0.0001 0.10 | 4 7270.81 0.0001 0.13

The percent of youth classified into each of the tages of initiation (for 2000 and 2006) arespnted
by jurisdiction in Tables B-27 and B-28 in Appendixor Middle School and High School youth,
respectively. Jurisdiction-level changes in youttges of initiation from 2000 to 2006 generally noir
the pattern found at the state level. Some juriigglis show prevailing tendencies to have a motess
severe mix of youth initiation stages than theestst a whole, for example:

» Somerset County had a significantly higher peroémiddle school youth in the “Action” stage in

both 2000 and 2006, compared to the state ratgit@dhis, the expected pattern of overall redurctio
of middle school youth in the Action and Maintenaistages was observed; as well as the expected

increase from 2000 to 2006 in the percentage odllmischool youth in the Precontemplation stage.

» Calvert, Caroline, Cecil, Frederick, Garrett, Hatdfdkent, Queen Anne’s, Talbot, and Washington
counties each had a significantly lower percentfddégh school youth in the “Precontemplation”
stage in both 2000 and 2006. Despite lower precalenthe least severe initiation stage, these

counties still demonstrated and increase from beesél the percent of youth in the Precontemplation

stage, and decreases from baseline in youth iA¢lien and Maintenance stages of initiation.

» Alleghany, Caroline, Somerset, Talbot, and Waslimgiunties each had significantly higher

percentages of high school youth in both the Actind Maintenance stages in both 2000 and 2006.

Despite higher prevalence of the more severe fiutisstages, these counties still demonstrated
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decreases from baseline in the percent of youthdmction and Maintenance stages; and increases
from baseline in the percentage of youth in the®&reemplation stage.

Differences in the distributions of smoking initat stages from baseline to 2006 were also exanbged
gender and minority status. Tables 3-21 and 3-2%ige the weighted frequencies, weighted percents,
and 95% confidence intervals for these demograguaps for middle school and high school youth,
respectively. The distribution of males and femalessified into each of the five initiation cateigs did
not differ significantly for middle school youth &ither 2000 or 2006. The proportion of both middle
school males and females classified as being ilRfecontemplation” stage of initiation increased a
expected from baseline to 2006, with corresponderyeases in the other initiation stages.

Among the high school grades, males and femalésrélif significantly at baseline in both the
Precontemplation (significantly more high schoolesass. females in the Precontemplation category at
baseline) and Contemplation classifications (sigaiftly more females vs. males in the Contemplation
category at baseline). By 2006, the genders hagtsed with respect to the Precontemplation category
there were now significantly more high school feesals. males classified as Precontemplators.
Additionally, by 2006, significantly fewer high sobl females vs. males were classified as beingen t
Action and Maintenance stages of smoking initiatibinus, although they seemed the more “at-risk”
gender in 2000 in terms of the stages of initiatiwadel, high school females clearly exhibited a les
severe pattern in their distribution among theatiiin stages in 2006 than did their male countéspa

For minority status, the percentage of both miresiand non-minorities classified as in the
Precontemplation stage increased in both middledand high school youth from baseline to 2006, in
keeping with the pattern observed in the statevalsade. The corresponding (and expected) 2000 @& 20
decreases in the percent of youth classified intakr initiation stages were also observed foh bot
minorities and non-minorities. Although there watedifferences in the distribution of initiatiorages

for middle school minorities and non-Hispanic White 2000, by 2006 the percentage of minority
middle school students classified as “Preconteraatvas significantly lower than for non-minority
middle school students. Minority middle school yoirt 2006 also showed significantly higher
endorsement of the Contemplation and Preparatagestthan did their non-minority counterparts.

At the high school level, minority youth at baselshowed significantly higher percentages of youth
classified in the Precontemplation category as @egto non-Hispanic Whites; and significantly lowe
percentages of youth classified in the Action arairiénance categories. These differences in the
distribution of initiation stages for high schooinorities and non-minorities also were shown in@00
with the addition of significantly lower percentagef minority v. non-minority youth in the Prepaoat
category as well.

One possible explanation for the more favorabléepasg of distribution observed across the smoking
initiation categories for females and minoritie006 (as compared to their male and non-minority
counterparts) would be that perhaps programmdhiictefin Maryland have both targeted and
differentially impacted the prevention of smokimitiation among girls and minority youth. It shoudd
noted again thaill demographic groups have shown the same genetatmpaf change in the
distribution of smoking initiation stages from 20@02006; and the change over time is in the fablera
direction that would be expected if prevention gff@re successful (i.e., increases in the peafeyauth
classified in the “Precontemplation” stage and eases in the percent of youth classified in the
remaining initiation categories). But perhaps #suits of the stages of initiation analysis refeateven
greater impact of jurisdictional prevention programg on minority and female youth.
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Table 3-21. Middle School Sta

es of Initiation by énder and Minority Status, 2000 and 2006

2000 2006
Weighted Weighted
Demographic Initiation Stage Percent Weighted Frequency Percent Weighted Frequency
Male Precontemplation | 71.8 (69.4 — 74.3) 65,703 79.9 (78.5-81.4) 74,741
Contemplation 22.8 (20.6 — 25.0) 20,825 16.9 (15.6 — 18.1) 15,773
Preparation 3.1 (2.6 -3.6) 2,843 1.7(1.3-21) 1,593
Action 1.2(0.8-15) 1,066 0.7 (0.5-0.9) 652
Maintenance 1.1(0.8-1.5) 1,032 0.8(0.5-1.1) 742
Total 100.0 91,469 100.0 93,500
Female Precontemplation | 73.9 (71.9 — 75.9) 64,897 81.7 (80.1 — 83.3) 74,197
Contemplation 21.0 (19.4 — 22.7) 18,454 15.8 (14.4-17.1) 14,324
Preparation 25(2.0-3.1) 2,227 15(1.2-1.8) 1,353
Action 1.3(09-1.7) 1,144 0.6 (0.3-10.8) 520
Maintenance 1.2(0.8-1.6) 1,063 0.5(0.3-0.8) 425
Total 100.0 87,785 100.0 90,819
Minority Precontemplation | 72.7 (70.7 — 74.7) 58,178 79.2 (77.4-81.1) 80,507
Contemplation 22.8 (21.0 — 24.5) 18,227 17.8 (16.2 — 19.3) 18,037
Preparation 29(22-35) 2,285 19(15-23) 1,927
Action 1.0(0.6-1.4) 799 0.6 (0.3-10.8) 582
Maintenance 0.7(0.4-1.0 555 0.5(0.3-0.8) 549
Total 100.0 80,043 100.0 101,602
Non-minority Precontemplation 73.1 (70.3 — 75.8) 72,044 82.6 (81.4 — 83.9) 67,996
Contemplation 21.1(19.1 - 23.2) 20,833 14.6 (13.6 — 15.6) 12,022
Preparation 29(21-3.6) 2,814 1.2(1.0-15) 1,020
Action 14(11-1.7) 1,403 0.7(0.5-0.9) 588
Maintenance 15(1.2-1.9) 1,528 0.8 (0.6 —1.0) 666
Total 100.0 98,623 100.0 82,293

Table 3-22. High School Stages of Initiation by Gefer and Minority Status, 2000 and 2006

2000 2006
Weighted Weighted
Demographic Initiation Stage Percent Weighted Frequency Percent Weighted Frequency
Male Precontemplation 55.5 (54.2 — 56.8) 58,186 63.7 (62.7 — 64.8) 76,193
Contemplation 24.4 (23.4 - 25.4) 25,626 22.5 (21.6 — 23.4) 26,929
Preparation 6.0 (5.3 -6.6) 6,257 4.6 (4.3-5.0) 5,547
Action 4.1(3.6-4.5) 4,276 3.4(3.1-3.8) 4,110
Maintenance 10.0 (9.3-10.8) 10,512 5.7(5.2-6.2) 6,788
Total 100.0 104,856 100.0 119,566
Female Precontemplation 52.7 (51.3 -54.1) 55,671 66.1 (65.1 — 67.2) 81,650
Contemplation 26.5 (25.4 - 27.6) 27,966 22.2 (21.6 — 22.9) 27,441
Preparation 6.2 (5.6 -6.7) 6,512 4.1(3.7-4.4) 5,017
Action 4.7 (4.2-5.2) 4,932 2.8(25-3.1) 3,496
Maintenance 10.0 (9.2 -10.8) 10,550 4.8 (4.3-5.2) 5,882
Total 100.0 105,631 100.0 123,485
Minority Precontemplation 62.0 (60.5 - 63.4) 58,119 68.3 (67.2 — 69.4) 89,322
Contemplation 24.3 (23.1 - 25.4) 22,771 22.4 (21.5-23.3) 29,255
Preparation 5.7(5.0-6.5) 5,355 3.7(33-4.2) 4,899
Action 3.0(26-3.5) 2,843 24(21-2.6) 3,086
Maintenance 5.0 (4.5-5.6) 4,703 3.3(29-3.6) 4,260
Total 100.0 93,791 100.0 130,823
Non-minority Precontemplation 47.8 (46.4 — 49.1) 55,587 60.9 (59.9 — 62.0) 68,160
Contemplation 26.4 (25.3 -27.5) 30,737 22.5(21.7-23.2) 25,123
Preparation 6.3(5.8-6.8) 7,347 5.0 (4.7 -5.4) 5,647
Action 5.5(5.0-5.9) 6,388 4.0(3.7-4.3) 4,467
Maintenance 14.0 (13.1 - 15.0) 16,347 7.6(7.0-8.1) 8,453
Total 100.0 116,406 100.0 111,850
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3.1.2.10 Underage Youth Tobacco Outcomes: Secondh@amoke Exposure and Beliefs about
Secondhand Smoke

Changes in youth exposure to secondhand smokelfaseline (2000) to 2006 were examined by
comparing the percent of middle school and higtostiouth that reported the following in each syrve
year:

* Riding in a car with someone smoking cigarettesio® or more days during the past week
» Being in the same room as someone smoking cigareti®ne or more days during the past week.

As shown in Figure 3-11 and Table 3-23, these twasures of exposure to secondhand smoke each
showed a favorable trend, decreasing over timéddr middle school and high school youth. The
significantly higher percentages of high schootlstuts (vs. middle school students) exposed to
secondhand smoke by riding in cars and being isanee room with someone smoking cigarettes is
likely due to sharing transportation with and/omigearound peers that are smoking cigarettes.
Examination of confidence intervals indicates $etondhand smoke exposure, as measured by these
variables, decreased significantly from 2000 toZ0fbm 2002 to 2006, and from 2000 to 2006 fohbot
middle school and high school groups.

Data shows that in 2006, youth in many jurisdicsiomore frequently indicated stronger endorsement of
the belief that secondhand smoke is harmful, thas tlve case at baseline (See Tables B-29 and B-30 i
Appendix B). The strengthening of youth beliefs attthe harmful effects of secondhand smoke is more
obvious for the middle school group, with abouf le&fjurisdictions showing significant increaseshe
percentage of middle school youth holding thisdfellthough most jurisdictions also demonstratesa

in the percent of high school youth that definitédink secondhand smoke is harmful, most of these
increases were not statistically significant.

Figure 3-11. Percent of Underage Youth Exposed teeSondhand Smoke by Population, Type of
Exposure, and Year
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Table 3-23. Changes in Percent of Underage YouthahThink Secondhand Smoke is Harmful

2000 2006
Middle School 63.1 (61.6 — 64.6) 70.9 (69.4 — 72.5)
High School 67.2 (66.2 — 68.3) 69.4 (68.3 — 70.4)

3.1.2.11. Underage Youth Tobacco Outcomes: Changeéouth Attitudes about Smoking and
Tobacco Use

Data trends were examined on four other attitudimedsures in the MYTS dataset to further explore
changes since baseline in youth attitudes towdracmo use and smoking. Tables B-31 and B-32 in
Appendix B provide the percentages of middle sclamol high school youth endorsing the following
beliefs in 2000 and 2006, as well as the assocratatlve percent change in these attitudes owes:ti

» Definitely think that young people risk harming tieelves if they smoke 1-5 cigarettes per day,
» Definitely think tobacco is addictive like cocaiaeheroin,

» Definitely think it is not safe to smoke 1-2 yeasslong as you quit after that,

» Definitely think that secondhand smoke is harnini

» Definitely think or probably think that smokers leamore friends.

The percentage of respondents endorsing the alahedsbabout smokers risking harm to themselves, th
addictive quality of tobacco, and the harm causesdzondhand smoke (also reported above) generally
increased in 2006 from baseline for both middleostland high school youth across most jurisdictions
These fairly global increases seem to imply thah lage groups are increasingly comprehending and
internalizing that smoking and tobacco use can haveful physical consequences. However, there is
wide variation among jurisdictions in the directidity of change on the other two attitude varialfles,

not safe to smoke only 1-2 years; smokers have frierals). These questions may tap different
underlying dimensions of beliefs about smoking (i‘&hort term smoking is not harmful”, “perceived
social aspects of smoking behavior”) — somethitgiothan the “’physical harm” component that the
other three beliefs seem to have in common. Thie &tay want to further explore the dimensionality o
the attitude/ belief measures contained in the Y7ES through cluster analysis, factor analysis, o
another data reduction technique) because it isilpleshat different dimensions underlying thetatte
measures may differentially predict tobacco outcefoe youth.

3.1.2.12. Adult Tobacco Outcomes: Prevalence Mea&asu

Cigarettes. The percentage of Maryland adults estimated toulbeent cigarette smokers by the 2000,
2002, and 2006 ATS samples declined significamtdynf17.5% (+/-1.1% C.l.) at baseline to 15.4% (+/-
0.9 C.1.) in 2002, but seems to have stabilized/beh 2002 and the most current estimate of adult
smoking prevalence, 14.8% (+/-0.8% C.l.) in 2008efll, the decline in smoking prevalence from 2000
to 2006 represents a 15.4% decline from the basHiite.

Current smoking in the adult tobacco analyses wéiaet] identically to the definition of current sknag
for youth: smoking cigarettes on at least one étih@last 30 days. Although the CDC definition for
current smoking also contains a qualifier thatatalt smoking in the last 30 days must also havekeah
100 cigarettes or more in his or her lifetime tacbaesidered a “current smoker”, Maryland has etktbe
retain a common definition of current smoking fough and adults. The state hopes that this defmiti
will better enable retention in the analytic datasd# young adults who are just initiating smokismpce
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the state is legislatively mandated to report @pgércentage of individuals who initiate smoking (o
begin other tobacco use) within a specified timegoke(2 years) prior to each ATS survey adminigbrat

Table 3-24, displays the smoking rates for adulesydemales, and minorities for 2000, 2002, an@620
Smoking rates for adult females were significafdlyer than smoking rates for males in each study.ye
All three groups (males, females, minorities) shdfavorable declines in current smoking over tifer.
each group, the declines were signficant from 2002006, but not statistically significant from 20
2006. Taken together with the statewide data, partteze stability in smoking rates in the later paog
years, coupled with significant declines in adualbking in the early program years, are a functibn o
greater commitment to smoking behaviors by adwdtsheir underage counterparts. As time went an, th
more stalwart adult smokers maintained their usggafrettes, while those more likely to either gine

or not initiate the behavior were affected by CRIF&gramming since the early years of the program.
Overall, current smoking among males has declir38d gince baseline, while the prevalence of smoking
among females and minorites has declined by %18 8%gl respectively. For males and females, this
change is mostly due to changes between 2000 @i(@eclines in smoking rate of 11% and 13%,
respectively); very little change in smoking rass loccurred for either group since 2002 (declinenty
2% for males 2002 to 2006; and 5% for females 20@006). For minorities, the declines in smoking
rate has been more gradual—there was a 10% détlgmoking among minority adults from 2000 to
2002, and another decline of 10% from 2002 to 200 steady reduction in prevalence of minority
smoking rates may be reflective of the programmeifiorts Maryland is targeting to minorities thrdug
the CRFP.

Table 3-24. Percent of Current Smokers by Adult Poplation

Population 2000 2002 2006

All Adults 17.5 (16.6 — 18.4) 15.4 (14.5-16.3) 14.8 (14.0 — 15.6)
Adult Males 19.5 (18.1 — 20.9) 17.4 (15.9 - 18.8) 17.0 (15.7 - 18.3)
Adult Females 15.7 (14.6 — 16.8) 13.6 (12.6 — 14.7) 12.9 (11.0-13.8)
Adult Minorities 18.5 (16.8 — 20.2) 16.6 (14.8 — 18.4) 14.9 (13.4 - 16.4)

Table B-33 in Appendix B shows the adult smokingvatence rates over time by jurisdiction. Relative
changes (2006 rate minus 2000 rate divided by 28 in adult smoking rates are also shown in the
table. Two jurisdictions had significantly highensking rates for adults in all three survey years
(Baltimore City and Cecil County). It is notabletldespite this tradition of high smoking prevakerbe
smoking rate in Baltimore City dropped significgrfilom baseline to 2006 (27% lower). The jurisdiati
demonstrates one of the highest percent change= (saseline) of any jurisdiction. Howard and
Montgomery Counties have had smoking rates thatradéionally lower than the State, as demonstrate
by significantly lower smoking rates on each suryesr as compared to statewide smoking prevalence.
Although several jurisdictions show a decline iro&mng rates from 2000 to 2006, the decline was only
statistically significant for Baltimore City, Chad County, and Queen Anne’s County.

Other tobacco products.Since analyses of other tobacco use by demograied suppression of
several cells due to very low reported use of sieslsetobacco, cigars, pipes, bidis, and kreteks for
various demographic sub-groups, we examined otiiecto use by looking solely at statewide adult
prevalence of cigar smoking (and prevalence ofr@gaoking for adult males), and jurisdiction-level
trends for any tobacco use. Among adults, currigiair smoking has decreased significantly since
baseline:

* Prevalence of cigar smoking for all adults waslstéom 5.8% at baseline (+/- 0.5% C.1.) to
5.9% in 2002 (+/- 0.6% C.I.), but decreased sigaiiily by 2006 to 5.1% (+/- 0.5% C.I.)
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» Prevalence of cigar smoking for adolaleswas stable from 11.1% at baseline (+/- 1.1% ®l.)
11.4% in 2002 (+/- 1.2% C.I.) t0 9.7% in 2006 (8% C..).

Table B-34 in Appendix B provides trend data forrent use of any tobacco product-- statewide and at
the jurisdiction level. Statewide, adult tobacce declined significantly from 2000 to 2006, fronD2Qo
2006, and 2000 to 2006. Most jurisdictions showeady decline in tobacco use rates over time.
Jurisdictions showing a “spike” in tobacco useZ002 generally saw the rates revert back to, aviel
baseline rates in 2006. Only one county (Someesgigrienced a net increase in smoking prevalence
from baseline to 2006. Somerset County was alsagrtiee jurisdictions with a higher prevalence of
youth tobacco use, as compared to the state rates.

Table 3-25 displays the prevelance rates of angdoi use for adult males, females, and minoribes f
2000, 2002, and 2006. As with smoking, tobaccoratas for adult females were significantly loweairth
smoking rates for adult males in each study yelithfee groups (males, females, minorities) showed
favorable declines in current tobacco use over.titherall, current tobacco use among males has
declined 13% since baseline, while current tobasmamong females and minorites has declined by
19% and 16%, respectively.

Table 3-25. Percent of Current Adult Tobacco Userby Population and Survey Year

Population 2000 2002 2006

All Adults 21.8 (20.9 —22.7) 19.8 (18.8 — 20.8) 18.5 (17.7 - 19.4)
Adult Males 27.7 (26.2 — 29.3) 26.2 (24.5 - 27.8) 24.2 (22.8 — 25.7)
Adult Females 16.5 (15.4 - 17.6) 14.3 (13.2 - 15.4) 13.4 (12.5-14.4)
Adult Minorities 20.6 (18.8 —22.4) 19.1 (17.2 - 21.0) 17.3 (15.7 — 18.8)

3.1.2.13. Adult Tobacco Outcomes: Smoking Cessalt@asures

The MATS data confirm that initiation rates of aigeie smoking among adults have not changed
significantly over time:

* In 2000, 60.6% (+/- 2.7 C.1.) of all Maryland adutltad smoked a cigarette (even 1-2 puffs).
* In 2002, 61.4% (+/- 3.1 C.1.) of all Maryland adutltad smoked a cigarette (even 1-2 puffs).
* In 2000, 60.0% (+/-3.0 C.1.) of all Maryland adutizd smoked a cigarette (even 1-2 puffs).

Thus, it seems that any observed changes in adokiag prevalence is indeed more attributable to
increases in cessation of the behavior among dusmaokers, as opposed to prevention of smoking
initiation in prospective smokers. Adult intenticaisout quitting smoking, serious attempts by adolts
guit smoking, and the success of those attempmgit@re explored next.

Intent to quit. Comparison of intent to quit items contained ia WATS are not possible across all three
survey administrations due to question structucerasponse option changes in 2006. In 2006, the
guestion was changed to a single item asked oécusmokers with responses indicating “serious”
intention of quitting within certain time framesde 30 days, 6 months, 12 months, 5 years, 5+syaad
an option for “not planning on quitting”). In pr@us survey years, the intent to quit measure was
structured as two-items asked of current smokgtanhing” to quit in the next 30 days, followed-op
“seriously” planning to quit within 3 months, 6 ntba, 12 months, 5 years, 5+ years, and an option fo
“not planning on quitting.” Table 3-26 shows theduency of current smokers in each study year who
endorsed each of the response options. There wamexpectedly high percentage of current smokers i
2000 and 2002 that reported an intention to guithé@next 30 days, likely indicative of social
desirability. As shown in Table 3-26, the distribatof current smokers into the various intent td g
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time frames appears to potentially alleviate sadagirability biasing the former question structure
Improvements in the intent to quit measures wilplike state make more valid comparisons in
subsequent administrations of the survey with resjeeintention and attempts to quit, as well as
successful quit attempts.

Table 3-26. Evidence of Potential Correction in Saal Desirability of Responses to “Intent to Quit
Smoking” Question Series

Not
Survey 5 years or After 5 Planning to
Year 30 Days 3 Months 6 Months 12 Months Less Years Quit
2000 31.4 8.7 8.1 11.5 10.9 4.1 23.9
(28.8-34.0) (7.0-10.4) (6.4-9.9) (9.7-13.3) (9.0-12.8) (2.8-5.5) | (21.5-26.3)
2002 37.9 8.9 7.8 9.8 7.5 35 235
(34.7-16.3) (6.9-11.0) (5.9-9.7) (7.8-11.7) (6.0-9.0) (2.4-4.6) | (20.7-26.2)
2006 18.8 14.5 11.3 14.5 14.7 7.6 18.7
(16.3-21.2) | (12.3-16.6) | (9.4-13.3) | (12.3-16.6) | (12.3-17.1) (5.6-9.5) | (16.2-21.1)

Notes: Due to a change in the intent to quit measures, no data comparisons can be made over time

Attempts to quit. As shown in Table 3-27, the percentage of currentkers in Maryland who made a
serious attempt to quit in the past 12-months, (perposely quitting smoking cigarettes for one day
longer in the last yeaificreasedrom baseline to 2002, bdecreasedrom 2002 to 2006 to levels at or
below baseline quit attempts. This pattern heldtEmographic subgroups of males, females, and
minorities. It may be that those smokers that weaglily reachable by the program have been captured
through program activities, resulting in the in@e# attempts from baseline, and that the haodegach
smokers, who are less likely to attempt to quit leimg are accounting for the decrease noted fron2200
to 2006.

Table 3- 27. Attempts to Quit Smoking Cigarettes irthe Past 12-Months by Year and Population

Survey Year Males Females Minorities Overall
2000 33.7 38.7 37.9 36.1
(30.0-37.5) (35.0-42.3) Not avail (33.4-38.7)
2002 36.4 42.6 44.(_) 39.4
(32.0-40.9) (38.3-47) Not avail (36.2-42.5)
2006 29.2 34.4 35.3 31.6
(25.3-33.2) (30.6-38.1) Not avail (28.8-34.3)

Successful quit attemptsTable B-35 in Appendix B displays the percentagMafyland smokers who
both made a serious attempt to quit (as defineseggband were successful in their quit attempt (as
implied by not being a current smoker at the tirhthe survey). Data are provided for Maryland aslult
statewide and by jurisdiction, although it shoudddawutioned that the unweighted frequencies of
successful quit attempts in each jurisdiction wadten very small (n<30), especially at baselineatTh
said we have included the jurisdiction-level breakd to broadly explore whether improved success
rates are generally indicated. Successful quisrasee significantly improved statewide as comp#oed
the rate of successful quit attempts at baselimeile8 improvements in the number of successfut qui
attempts were generally seen across jurisdictiiitisough one jurisdiction (Wicomico) shows a 68%
decline in the success rate of its adults thatrgdted to quit (from 24.2% in 2000 to 7.7% in 2006),
caution should be exercised in interpreting tmslifng due to the very small actual unweighted
frequencies of cases that comprise the cell (Wicorfliounty unweighted n=12 in 2000; unweighted n=4
in 2006).

Taken together, it appears that while attemptsitbage declining across the state, the likelihobd
succeeding in an attempt to quit seems to be inmpgoPerhaps this is at least partially attributetol
cessation support being provided by CRFP, includagsation aids and access to, and awareness of,
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other cessation supports offered by the local Hdaétpartments and the 1-800 Quit Line. To further
examine this possibility, successful quit ratesenmpared for the group of individuals who attexdpt
to quit in the last 12 months and indicated awassm@dout State help for cessation support, angrtwp
of individuals who had attempted to quit in thet (B2 months and were not aware of State help for
cessation support. The success rates of quit atsesnpong these groups did not differ significaniiyt
was higher for the group of quit attempters thatensvare of State cessation supports. We deseribe i
the final section of the tobacco outcomes chapterattempt to link program-level data regarding
cessation aids offered with successful quit atteraptl other data from the MATS survey.

3.1.2.14. Adult Tobacco Outcomes: Change in Adultitides and Practices Concerning Secondhand
Smoke

The cessation of adult smoking not only helps inaprthe physical health of the smoker; it can also
significantly reduce the degree to which otherpeeglly minor children that live with an adult skeo,

are exposed to secondhand smoke. One indicatauth yexposure to secondhand smoke is the number
of households that have both one or more minodwil and an adult smoker living in the home. The
MATS data indicate that the percent of such housishia Maryland have steadily and significantly
declined from 2000 to 2006:

* In 2000, 32.7% (+/- 1.9 C.I.) of households witmoni children also had an adult smoker living in the
home.

* In 2002, 29.8% (+/- 2.0 C.I.) of households witmoni children also had an adult smoker living in the
home.

* In 2006, 27.50% (+/-1.8 C.l.) of households witmorichildren also had an adult smoker living in
the home.

This decrease is also observed in minority housishelth minor children and an adult smoker. The
decrease was significantly different from basebge2006 (33.7% in 2000 vs. 29.4% in 2006; C.l.g= +
3.7 and +/- 3.0, respectively).

Youth are also safeguarded from secondhand smailesarse when families implement rules prohibiting
anyone from smoking inside the home (i.e., “homeg1). Table B-36 in Appendix B provides the
percent of Maryland households that have estalalisbeh rules about smoking inside the home. Data ar
provided for 2000, 2002, and 2006 for both theestesta whole and all jurisdictions. For the stat all
jurisdictions, change is in the right directiontlwall jurisdictions showing steady increases mplrcent

of households that prohibit smoking inside the hofigeshown in Table 3-28, this general pattern also
holds for both minority households and for homewlmch there is a current smoker.

Table 3-28. Percent of Households with Rules againSmoking in the Home
Population 2000 2002 2006

All Households

64.9 (63.8 — 66.0)

70.1 (69.0 — 71.2)

77.8 (76.9 - 78.7)

Minority Households

65.5 (63.3 — 67.7)

69.7 (67.5 — 71.9)

78.3 (76.7 — 79.9)

Households with a
smoker

39.3 (36.8 — 41.7)

46.8 (44.1 — 49.6)

54.7 (52.2 — 57.2)

Changes in adult beliefs about secondhand smok&lsseevident from the analysis of MATS data. Table
B-37 in Appendix B presents the percentage of Mangladults who strongly agreed (in 2000 and 2006)
that secondhand smoke is harmful to children. Aswshin the table, nearly all jurisdictions exhiloite
some degree of positive change on the variablée\8ide in 2006, nearly 81% of adults endorsed this
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belief; endorsement among the various jurisdictiamged from a low of 74.8% (St. Mary’s Countygto
high of 84.6% (Prince George’s County).

We describe in the following section one initigkeatpt to interrelate attitude data such as thik wit
program level data available from the tobacco mogdatabase.

3.1.2.15. Tobacco Outcomes: Relationship to Prograniivities Data

The emphasis of this Comprehensive Evaluation Répgrincipally to evaluate the impact of CRFP
programming on the major tobacco outcomes of istdwethe State. Although local programs report
information about their activities and reach in tlaerative portions of their quarterly and anneglarts,
they do not consistently set and monitor progranomattcome goals of their activities, nor do they
measure or monitor relevant desired outcomes afdhsumers that they serve—neither at the individua
consumer level (i.e., through customer survey®kow-up), nor at the aggregate program level. In
absence of specific program-level outcome datanwst restrict our evaluation of the effectivenefss o
CRFP programming on tobacco outcomes by lookirigeabroader community-level changes in tobacco
use behaviors that presumably would be impactiett# programming is favorably impacting the
community. Community-level tobacco outcomes, egplgcas measured by periodic statewide surveys,
represent fairly distal, and probalihdirectimpacts of the effectiveness of local programseXplore
whether the program data currently collected byjthiedictions can be utilized in any way to assbss
more direct impacts of local programming on jurisidin- and state-level tobacco outcomes, we exglore
the correlational relationshig the jurisdiction levemong three sets of variables that could be used t
characterize jurisdictions served by the local prots:

» the prevalence in the community of certattitudesabout tobacco use and secondhand smoke, as
collected by the periodic administration of the MY&nd MATS;

» theprogrammatic activitiegonducted by the local programs since implemesrais measured by
the process-oriented data currently collected bydbal programs; and

» the observeglrisdiction-level tobacco use behavi@sierging from the analysis of the MYTS and
MATS datasets.

Since the main focus of this report has been terdehe, in effect, whether favoralidbangesn
tobacco-related attitudes and behaviors have corgat with the implementation and operation of CRFP
programs, we operationalized the attitude and bera\outcome measures elsange measure¥he
specific change variables used in this exploradmglysis were a jurisdiction’s:

* Change in Middle School Tobacco Attitude Outcomes:
0 % Think secondhand smoke is harmful
0 % Think tobacco is addictive
0 % Think young people risk harm if they smoke 1-@acettes/day
0 % Think young smokers have more friends
0 % Think it is not safe to smoke 1-2 years then quit

» Change in High School Tobacco Attitude Outcomes:
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0 Same variables as Middle School

* Change in Middle School Tobacco Behavior Outcomes:
0 % Current smokers
0 % Current tobacco users

0 % Youth in each of the five “stages of uptake”

o

% Initiating tobacco use (last two years)
» Change in High School Tobacco Behavior Outcomes:
0 Same variables as Middle School
* Change in Adult Tobacco Attitude Outcomes:
0 % Think secondhand smoke harms children
0 % With home rules on smoking that prohibit smokimghe home
* Change in Adult Tobacco Behavior Outcomes:
0 % Current smokers
0 % Current tobacco users
0 % Making serious attempt to quit in last 12 months
0 % Recent quitters in last 12 months
0 % Success rate of quit attempts last 12 months

* Program-level process measures included in the/sinalere the cumulative counts (2000 to 2006)
of:

0 Tobacco awareness programs implemented
0 Students attending school based programs
0 Attendees to community outreach activities
o Community tobacco programs implemented
0 Pre-K students educated

o Parents educated

o Number of peer programs organized

o Number of students reached by peer programs
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Although we had planned to perform more sophigita@nalyses based on the exploratory work, we first
chose the simple correlational approach to detexriia degree of association among the pairings of
these variable types at the jurisdiction level.€éehjurisdiction-level datasets (Middle School viales of
interest, High School variables of interest and l&dariables of interest) were created containidg 2
observations each—one for each of the jurisdictiQusrelational analyses were performed to examine
the relationships between:

» Attitude-change measures and Behavioral-changeuresgs
» Attitude-change measures and Program-level pratass and
» Behavioral-change measures and Program-level matzda.

Change variables were created by subtracting the z baseline from the value in 2006. The “expect
direction” of change is the direction that wouldebgected if a favorable trend was observed between
2000 and 2006 (e.g., reduction of smoking prevadram 2000 to 2006 would result in a “negative”
change due to ideally subtracting a larger valug0i@0 from a smaller value in 2006). The directliipa
of correlations among change variables, then, teebd reviewed carefully to avoid potential
misinterpretation.

No significant correlations were found among thegpam-level process measures and any of the
outcome variables. We conclude that the kind o& datrently collected by the jurisdictions is o t

kind that is needed for determining programmatipdst on attitude change and changes in tobacco use
behaviors. The current program-level data are dichtb “counts” of activities and attendees, withauoy
qualitative information about the purpose, delivengended audience, or content of the activities
provided. If the CRFP wishes to evaluate the moogimal effects of programming on recipients of
services provided by the programs, it may wantaokwvith local programs to establish data collattio
and reporting activities that would allow for thes®lyses.

Significant correlations were found, however, ameageral youth attitude-change and youth behavior-
change measures. The significant correlations msepted in Tables 3-29 and 3-30 for middle school
and high school change variables, respectivelyrelairons were retained in the tables as signifidan
p<=.01. The main implications of the significantat@®nships are as follows:

» Changes in middle school attitudes about tobacge associated with jurisdiction-level changes in
middle school youth initiation and current smokb®haviors; while changes in high school youth
attitudes about tobacco were associated with jiatisd-level changes in high school current
smoking and smoking establishment.

» Changes in youth beliefs about the addictive prigsenf tobacco had no relationship with
jurisdictional-level changes in behaviors of midséhool youth; however it was associated in
expected directions with jurisdiction-level changesurrent smoking for high school youth.

» Changes in youth attitudes about the risk of hassoeiated with smoking was a strong predictor of
jurisdiction-level changes in current smoking ptenae.

» Jurisdiction-level changes in high school smokiegdviors are strongly predicted by changes in high
school youth beliefs about the harmful effectsrobking and secondhand smoke.

» Changes in middle school youth attitudes aboutrsditand smoke are not predictive of changes in
jurisdiction-level changes in middle school youthoking behaviors.
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Table 3-29. Correlation between Behavior Change andttitude Change Variables — Middle School

Change in Behavior Significant Person-ratp < _ .01

Outcomes * = desired direction; » = not desired direction; N S = not significant

% Current smokers NS NS -0.53174* NS NS
0,
% Current tohacco NS NS -0.50513* 0.54577* NS
users
0,
70 Not open to NS NS NS -0.62485* 0.53101*
smoking
PR
% Initiating tobacco NS NS -0.50998* 0.6415* -0.5004*
use (last 2 years)
. % Think young % Think it is
% Think . - .
. . % Think people risk % Think young not safe to
Change in Attitude secondhand ) )
i tobacco is harm if smoke smokers have smoke 1-2
Outcomes smoke is o . >
addictive 1-5 cigarettes more friends years then
harmful .
per day quit

Table 3-30. Correlation between Behavior Change andttitude Change Variables — High

School

Change in Behavior
Outcomes

* = desired direction; * = not desired direction; N

Significant Person-ratp < _ .01

S = not significant

% Current smokers -0.63177* -0.5017* -0.70338* NS -0.60376*
0,
% Current tobacco -0.68379* NS -0.59347* NS -0.58296*
users
0,
% Not open to 0.56146* NS 0.62378* -0.83638* 0.57002*
smoking
. -
% Established -0.56156* NS -0.75348* NS -0.5648*
smokers
YR
% Initiating tobacco NS NS NS NS -0.5454*
use (last 2 years)
. % Think young % Think it is
% Think . - .
. . % Think people risk % Think young not safe to
Change in Attitude secondhand ) )
i tobacco is harm if smoke smokers have smoke 1-2
Outcomes smoke is . . .
addictive 1-5 cigarettes more friends years then
harmful .
per day quit

3.1.2.16. Economic Impact of the Tobacco Program

For every individual who does not start smokingwhio quits smoking, there is a real impact on the
economy of Maryland over the individual's lifetimEhe purpose of the economic impact analysis is to
estimate these cost savings for individuals in Néargt who avoid smoking. Ideally, the analysis would
assess the cost savings to the individuals whgetbpr did not start smoking as a result of theafzitie
Restitution Fund Program (CRFP) and, in so doisgnmate the program’s economic impact. However,
due to data limitations, the evaluation cannotlatte savings of smoking cessation to the CRFFhé&at
the economic analysis estimates Maryland’s anmgtsaddue to smoking in the following categoriee Se
Appendix C for detailed explanation of the methodigs and definitions used.

Smoking-attributable medical expenditures.This refers to the value of the direct medicatgos
attributable to smoking-related medical conditiofisese expenditures include:

* Smoking-attributable medical costs incurred by entiand former smokers 18 years and above, and

* Smoking-attributable neonatal medical expenditureshe excessive medical costs incurred by
newborn infants whose mothers smoked during pregnan

Lost productivity. This refers to the value of economic output lagt tb the fact that smokers have
shorter life expectancies than non-smokers.
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Value of potential years of life lostBecause people generally value longer life, sheddife
expectancy poses additional costs to individuatssatiety above and beyond the cost of lost
productivity. The value of potential years of liest is estimated to capture this cost.

Overall, it is estimated that smoking costs Marglawer $2.2 billion in adult medical expendituresla
over $3 million in neonatal medical expenditureswally. Further, the analysis estimates that $967
million in adult medical expenditures and $1.2 ioillin neonatal medical expenditures can be saved
annually if smoking prevalence in Maryland is regllito the target level set by the Maryland Health
Improvement Plan 2000- 2010 (MDHMH, 2001). Addedhe excessive medical cost of smoking are
productivity loss and the value of potential yeairife lost, which are estimated to be $1.8 biiliand
$10.6 billion each year, respectively. As such,ttial annual cost of smoking exceeds $14 billion.

Economic Impact: Smoking Attibuatable Medical Expditures

The negative health consequence of smoking hasdeeg established (USDHHS, 2004). Smoking has
been found to increase the risks for 10 types nfeg a broad category of cardiovascular diseases,
respiratory diseases, and reproductive healthtsffs a consequence, smokers incur higher medical
expenditures when compared with nonsmokers. Ibkaeme increasingly clear that a large proportion o
the annual personal health expenditures are exelysattributable to smoking (Warner, Hodgson &
Carroll, 1999). Such expenditures can be savedrieat smokers stop smoking and potential smokers d
not start smoking.

In this section, we present the estimates of anex@dssive medical expenditures attributable tokémgo
for adults 18 years and older, and newborn infdggimated cost savings on medical expenditures fro
reduced smoking prevalence are also presented.

Adult smoking-attributable medical expenditures.Table 3-x presents Maryland’s estimated annual
medical expenditure attributable to smoking by tgpeare provided in 2004 for adults 18 years and
older. As Table 3-31 shows, the total medical ediares of Marylanders in 2004 in the five categsri
of care amounted to approximately $26 billion, dfietr $2.2 billion, or about 8.45%, was attributatade
smoking. This is similar to the results derivechgsalternative methodologiés.

Table 3-31. Maryland Annual Smoking-Attributable Medical Expenditure for Population 18 Years
and Older by Type of Care in 2004 (Million Dollars)

Total Medical Smoking-Attributable Smoking-Attributable

Type of Care Expenditures Fraction Medical Expenditures
Ambulatory $8,017 9.83% $788
Hospital $10,624 4.22% $448
Prescription Drugs $3,813 7.71% $294
Nursing Home $2,549 23.60% $602
Other $1,009 6.65% $67
Total $26,012 $2,199

Source:  Smoking-attributable fraction: SAMMEC at http:/apps.nccd.cdc.gov/sammec/.
Total medical expenditures were retrieved from National Health Expenditure Accounts at http://www.cms.hhs.gov/NationalHealthExpendData/-.

Expenditures are presented in five care categarmabulatory care, hospital care, prescription drugs
nursing home care, and other types of care. Oyfpesstof care include home health, nonprescription
drugs, and nondurable medical products. Total na¢éxpenditures in each category were multiplied by
the smoking attributable fraction to obtain the kimg-attributable portion of the expenditures.

% Two alternative methodologies have been usedrmpate smoking-attributable medical expendituresuRs of
these alternative calculations are presented ireAgix B.
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Figure 3-12 illustrates the smoking attributabledioal expenditures in a graph. With $788 million or
36%, ambulatory care accounts for the largest shidtee cost. Nursing home is the second mostycostl
type of care in terms of total smoking-attributatbst. Although the total expenditures on nursiomés

for all Marylanders accounts for less than 10%heftbtal medical expenditures of these five caiegor
the smoking attributable cost of nursing homes atsofor more than 27% of the total smoking-
attributable medical expenditures. This is due 23 &% smoking-attributable fraction for nursingrte
expenditures. In other words, in every dollar tlhatspend on nursing homes, 24 cents could have been
avoided if there were no smokers.

Figure 3-12. Maryland Smoking-Attributable Medical Expenditure by Type of Care in 2004
(Millions of Dollars)

Total Medical Smoking-Attributable
Expenditures Medical Expenditures
$26,012 million $2,199 million
. Other Other
Nursing Ambulatory
Home
o Ambulatory
Prescription Nursing
Drugs Home

Prescription
Hospital Drugs Hospital

Table 3-32 presents the average annual medicapeosticidence of smoking-attributable disease/als
estimated that a total of 149,600 Maryland smokeaffered from 227,100 smoking-attributable
conditions in 2000 (Hyland et al., 2003). Assumtingt these numbers remain stable, we estimated that
approximately $14,699 was spent annually to treatyesmoker with smoking-attributable health
conditions. The annual cost of treating one smokittigbutable medical condition was $9,683.

Table 3-32. Annual Smoking-Attributable Morbidity and Excessive Medical Expenditures

Estimated MD smoking-attributable medical expenditure \ $2,199 million
Number of people suffering from smoking attributable health conditions 149,600
Excessive medical expenditure per person suffering from smoking-attributable $14,699

health conditions

Number of smoking-attributable health conditions 227,100
Excessive medical expenditure per smoking-attributa ble health conditions $9,683
Source: Number of smoking-attributable conditions and number of people suffering from these conditions were retrieved from Hyland et al., 2003

Neonatal medical expenditures attributable to smokig. While the costs related to treating smoking-
attributable morbidity may incur many years aftex individual started smoking, the medical cost of
smoking by pregnant women can be seen in the Jegt-term. Infants have a lower average birthweight
when their mother smoke during pregnancy. Infarits &low birthweight are at increased risk of
neonatal morbidity and mortality (USDHHS, 2004).
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Smoking prevalence among pregnant women in Maryteasdbeen decreasing steadily since the turn of
the 21st century. The percentage of pregnant wamensmoked in Maryland decreased from 9.3% in
2000 to 6.9% in 2005, a 25% reduction over thetstmurse of five years (MDHMH, 2006). However,
even with the reduction in smoking prevalence, piiibsavings in neonatal medical expenditures doul
be achieved with further reductions.

Based on the smoking prevalence of 7.39% amongargégvomen in Maryland in 2004, SAMMEC
estimated a smoking-attributable fraction of 1.38%w0ther words, 1.33% of the total neonatal mddica
expenditures in Maryland could have been saved gnegnant women smoked.

Table 3-33 presents the total neonatal medicalreipees and smoking-attributable neonatal medical
expenditures by primary payment sources. The taahatal medical expenditures were multiplied fey th
smoking attributable fraction (SAF) of 1.33% toahtthe estimates of smoking-attributable medical
expenditures. Over $240 million was spent on nedmagdical care in 2004, of which $3.2 million was
attributable to smoking. Medicaid, including botMB and non-HMO services, was the largest payer for

neonatal medical care in the State, paying apprateiyn 45% of the total cost. Medicaid’s share of

smoking-attributable neonatal expenditures amoutateghproximately $1.4 million in 2004. Because
Maryland State government shares 50% of the cddledlicaid, the annual cost of smoking attributable
neonatal expenditures to the Maryland governmeab it $0.7 million.

Table 3-33. Maryland Smoking-Attributable NeonatalMedical Expenditures in 2004 by Primary

Payment Source.

Total Neonatal Medical
Category Expenditures Smoking-Attributable Expenditures
Medicaid $30,502,963 $405,689
Medicaid HMO $77,187,255 $1,026,590
Medicare $99,099 $1,318
Medicare HMO $3,880 $52
Title V $8,351 $111
Other Gov. $1,923,843 $25,587
Blue Cross MD $23,872,351 $317,502
Blue Cross NCA $7,990,380 $106,272
Blue Cross Other $9,162,426 $121,860
Commercial $27,880,358 $370,809
HMO $58,618,827 $779,630
Self Pay $2,466,572 $32,805
Charity $11,506 $153
Other $135,604 $1,804
Unknown $452,538 $6,019
Total $240,315,953 $3,196,202

Note: Estimates based on a smoking prevalence of 7.39% among pregnant women and a smoking attributable fraction of 1.33% computed by SAMMEC.
Source: Smoking prevalence and expenditure data provided by Maryland Department of Health and Mental Hygiene. Statistics are compiled by the authors.

Figure 3-13 illustrates the smoking-attributablemegal expenditures of Maryland compared with other
states in the U.S. for the year 1997. The estimaéze obtained through statistical models based on
private sector claims data provided by the MeddttetScan database, and therefore, may not be

comparable to the estimates of excessive neonaidical expenditures presented in the previousecti
of this report (SAMMEC, 2001). However, the figyneesents a picture of the environment and how

Maryland compares to other states. As the figuosvshMaryland was among the states whose smoking-

attributable neonatal medical expenditure was betv&s million and $10 million and ranked 20th

among the 50 states and the District of Columitgasiinoking prevalence among pregnant women (10.3%

in 1997), however, ranked 10th and was considedalalgr than the 50-state median of 14.1%.
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Figure 3-13. National Comparison of Smoking-Attributable Neonatal Medical Expenditures

Smoking-Attributable Neonatal Expenditures in 1997

D Under 1 million 5 million to 10 million

% . 1 million to 5 million E Over 10 million

Source: SAMMEC 2001

Impact of reducing smoking prevalence on adult medal expenditure.In order to estimate the impact
of reducing smoking prevalence on smoking-attribigtanedical expenditures, data on medical
expenditures and smoking prevalence for all 5@stahd the District of Columbia were examined. An
econometric model was developed to predict the smgekttributable medical expenditures based on
varying smoking prevalence. Detailed discussionthemmethodology and results of the regression
analysis are available in Appendix C.

Figure 3-14 presents the predicted total annuaksmgeattributable expenditures for Maryland. These
expenditures include those for the five types o€ @iscussed previously in this chapter, namely
ambulatory care, hospital care, prescription dragssing homes, and other types of care. As exgecte
smoking-attributable medical expenditure was fotmbe positively associated with smoking prevalence
Reducing the proportion of adults who smoke or seddly one percentage point leads to a reduction of
approximately $48 million in annual medical expéadis. At the rate of 44.0% ever smokers in 2000,
Maryland pays an annual bill of almost $2.26 billio treat smoking-attributable diseases. As o0#4200
the proportion of Maryland adult population who esmoked was 42.6%. At this rate, the annual
smoking attributable medical expenditures are $Biltion; approximately $60 million lower than the
2000 level.
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Figure 3-14. Predicted Maryland Annual Smoking-Attributable Medical Expenditures (Million
Dollars)

Predicted Annual Smoking-Attributable Medical
Expenditures in Maryland
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Tables 3-34 and 3-35 show the excessive medicanekiures attributable to smoking if Maryland’s
smoking prevalence had been at the same levekagate with the highest prevalence rate and the
national median, respectively. In the year 2004 dfate of Maine had the highest percentage of ever
smokers among all U.S. states and the Districtadfi@bia. Approximately 52.2% of its residents were
current or former smokers. If Maryland had a smghkinevalence as high as Maine, Maryland residents
would incur an annual smoking-attributable medeadenditure of $2.65 billion. This is $451 million
higher than Maryland’s actual medical cost of smgkin 2004, the percentage of ever smokers in
Maryland (42.6%) was slightly lower than the natibmedian of 45.3%. However, even increasing the
percentage of ever smokers by a meager 2.7 pegeeptants will increase statewide medical
expenditure by $127 million annually.

Table 3-34. Impact of Increasing Smoking Prevalenc® the Level of the State with the Highest
Smoking Prevalence in 2004

2004 Actual Prevalence National High )
Economic Impact

% Ever Expenditures % Ever Expenditures (Million Dollars)

Smoker | (Million Dollars) Smoker | (Million Dollars)
Ambulatory $788 $947 $159
Hospital $448 $534 $86
Prescription Drugs 0 $294 o $365 $71
Nursing Home 42.6% $602 52.2% $699 $97
Other $67 $104 $37
Total $2,199 $2,650 $451

Table 3-35. Impact of Increasing Smoking prevalenct the Level of the National Median in 2004

2004 Actual Prevalence National Median )
Economic Impact
% Ever Expenditures % Ever Expenditures (Million Dollars)
Smoker | (Million Dollars) Smoker | (Million Dollars)
Ambulatory 42.6% $788 | 45.3% $833 $45
Hospital $448 $472 $24
Prescription Drugs $294 $314 $20
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2004 Actual Prevalence National Median )
Economic Impact
% Ever Expenditures % Ever Expenditures (Million Dollars)
Smoker | (Million Dollars) Smoker | (Million Dollars)
Nursing Home $602 $629 $27
Other $67 $78 $10
Total $2,199 $2,325 $127

Compared with the average state and states wittebiggmoking prevalence, Maryland has been paying
fewer dollars in smoking-attributable medical exgliture. However, great additional savings can be
realized if the smoking prevalence can be redusdtdr. According to the Maryland Health
Improvement Plan 2000-2010, one of the objectieepfograms receiving funds from the CRFP is to
reduce tobacco use among adults by 50% from the B&8e rate (MDHMH, 2001). As shown in Figure
3-14, if Maryland’s smoking prevalence is reduaethis target level, the annual medical expenditure
attributable to smoking will almost be halved toZbhillion. Table 3-36 provides estimates of impaict
medical expenditures if smoking prevalence rea2Rés. Maryland will save $967 million annually if

the smoking prevalence is reduced to this level.

One note of caution concerns the fact that thegmtage of ever smokers will not change by a biggmar
in the short term even if current smoking prevaéedecreases dramatically. Therefore, the $967amilli
annual savings in medical expenditures will onlyéalized if the current smoking prevalence is cedu
by 50% and stays at that level for a prolongedogkeoif time. Indeed, most savings in medical
expenditures will not be realized immediately after individual quits smoking, as many smoking-
related diseases develop late in an individudisdycle.

Table 3-36. Impact of Reducing Smoking prevalencetMaryland Health Improvement Plan Target

2004 Actual Prevalence Target Prevalence
Economic Impact

% Ever Expenditures % Ever Expenditures (Million Dollars)

Smoker | (Million Dollars) Smoker | (Million Dollars)
Ambulatory $788 $446 -$341
Hospital $448 $264 -$184
Prescription Drugs 0 $204,, $141 -$153
Nursing Home 42.6% $602 220% $383 $208
Other $67 0* -$67
Total $2,199 $1,232 -$967

Figure 3-14 also shows the predicted medical expamedf Maryland’s smoking prevalence has been at
the same level as the state of Utah, which hatbthest percentage of current and former smokers in
2004. Table 3-37 presents the economic impact ifyflad’s smoking prevalence is reduced to thatlleve
(23.6%). Decreasing the percentage of ever smakeamng the population to 26.3% would lead to an
annual saving of $766 million in adult medical exgitures.

Table 3-37. Impact of Reducing Smoking Prevalencethe Level of the State with the Lowest
Smoking Prevalence in 2004

2004 Actual Prevalence National Low )
Economic Impact

% Ever Expenditures % Ever Expenditures (Million Dollars)

Smoker | (Million Dollars) Smoker | (Million Dollars)
Ambulatory $788 $517 -$271
Hospital $448 $302 -$146
Prescription Drugs 0 $294 o $173 -$121
Nursing Home 42.6% $602 26.3% $437 -$165
Other $67 $4 -$63
Total $2,199 $1,434 -$765
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Impact of reducing smoking among pregnant women oneonatal medical expendituresBased on

the smoking-attributable fractions computed by SAE®B) we computed smoking-attributable neonatal
medical expenditures at different levels of smokingvalence for pregnant women. Figure 3-15 shows
the relationship between excessive neonatal meeiganditure and the proportion of women who
smoke during pregnancy. For each percentage decoéamoking prevalence among pregnant women,
we save approximately $432,000 annually in neomaéalical costs. Medicaid will save about $193,500,
of which the State’s share is $96,750.

Figure 3-15. Impact of Reducing or Increasing Smokig Prevalence during Pregnancy on Annual
Smoking-Attributable Neonatal Medical expendituresin Maryland

Annual Smoking-Attributable Neonatal Medical
Expenditure in Maryland
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As shown in Figure 3-15, the decrease of smokiegalence among pregnant women from 9.27% to
7.39% has led to an annual saving of approxim&®&00,000. Further, the Maryland Health
Improvement Plan 2000-2010 made it an objectivedoice the proportion of women who use tobacco
products during pregnancy by 50% from the 2000 KsisgHMH, 2001). This means a reduction of 4.64
percentage points from the 2000 level. Great savwam be achieved if the smoking prevalence among
pregnant women reaches the target level. As ingliciat Table 3-38, reducing the smoking prevalence
from 7.39% to 4.64% would result in an immediatawal cost saving of $1.2 million in neonatal metlica
expenditure. Approximately 45% or $538,000 wouldsheed by Medicaid. The State’s share of the
saving is $269,000 annually.

Table 3-38. Impact of Reducing Smoking Prevalencend\eonatal Medical Expenditures

2004 Actual Prevalence Target Prevalence Economic
Prevalence Expenditures Prevalence Expenditures Impact
Medicaid 7.39% $405,689 | 4.64% $253,175 $152,515
Medicaid HMO $1,026,590 $640,654 $385,936
Medicare $1,318 $823 $495
Medicare HMO $52 $32 $19
Title V $111 $69 $42
Other Gov. $25,587 $15,968 $9,619
Blue Cross MD $317,502 $198,141 $119,362
Blue Cross NCA $106,272 $66,320 $39,952
Blue Cross Other $121,860 $76,048 $45,812
Commercial $370,809 $231,407 $139,402
HMO $779,630 $486,536 $293,094
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2004 Actual Prevalence Target Prevalence Economic
Prevalence Expenditures Prevalence Expenditures Impact
Self Pay $32,805 $20,473 $12,333
Charity $153 $95 $58
Other $1,804 $1,126 $678
Unknown $6,019 $3,756 $2,263
Total $3,196,202 $1,994,622 $1,201,580

Note: The 2004 estimates are based on a smoking prevalence of 7.39% among pregnant women and a smoking attributable fraction (SAF) of 1.33%
computed by SAMMEC. The expenditures related to the target prevalence are based on a smoking prevalence of 4.64% and an SAF of 0.83%

computed by SAMMEC.

Source: Smoking prevalence and expenditure data were provided by Maryland Department of Health and Mental Hygiene. Statistics are compiled by

the authors.

Economic Impact: Smoking Attibuatable Years of Pot&l Life Lost

Due to the many negative health consequences &isgiemokers tend to have a shorter life expegtanc
than nonsmokers with comparable characteristics.rmdrtality effects of smoking have been found to
have led to more preventable premature death®iwdnld than any other cause (Sloan et al., 2004).

We estimated smoking-attributable years of potélifiéalost (YPLL) using the SAMMEC models.
Columns two, four, and six of Table 3-39 preseatahnual smoking-attributable YPLL by sex and type
of disease for adults 35 years and older. As ergesimoking claimed more life years among males tha
females. Approximately 50% of the YPLL are lost dodigher risks of malignant neoplasms among
smokers as compared with non-smokers. In totalksrgaeduces 106,000 years of potential life
annually for Maryland residents.

Columns three, five, and seven of Table 3-37 pitetbenestimated value of YPLL. Although a large
amount of literature has been written to put a rtemyevalue on a statistical life, a consensus ef th
estimate is yet to emerge (Sloan et al., 2004 erAftirveying relevant literature, Sloan used aevalu
$100,000 per life year lost, and stated that thds w conservative estimate (Sloan et al., 2004)b&ged
our estimates on the same assumption. The annoirsgrattributable cost of YPLL amounts to a total

of $6.1 billion for males and $4.5 billion for fetaa.

Table 3-39. Estimated Value of Years of Potentialife Lost due to Smoking by Type of Disease

Male Female Total
: Years of Smoking- Years of Smoking- Years of Smoking-
DIEEESE e el Potential Attributable Potential Attributable Potential Attributable
Life Lost Cost Life Lost Cost Life Lost Cost

Malignant Neoplasms

Lip, Oral Cavity, Pharynx 1,518 $151,800,000 354 $35,400,000 1,872 $187,200,000
Esophagus 2,266 $226,600,000 482 $48,200,000 2,748 $274,800,000
Stomach 525 $52,500,000 202 $20,200,000 727 $72,700,000
Pancreas 1,034 $103,400,000 1,312 $131,200,000 2,346 $234,600,000
Larynx 894 $89,400,000 128 $12,800,000 1,022 $102,200,000
Trachea, Lung, Bronchus 22,614 $2,261,400,000 16,901 $1,690,100,000 39,515 $3,951,500,000
Cervix Uteri 0 $0 210 $21,000,000 210 $21,000,000
Kidney and Renal Pelvis 803 $80,300,000 24 $2,400,000 827 $82,700,000
Urinary Bladder 804 $80,400,000 264 $26,400,000 1,068 $106,800,000
Acute Myeloid Leukemia 218 $21,800,000 78 $7,800,000 296 $29,600,000
Sub-total 30,676 $3,067,600,000 19,955 $1,995,500,0 00 50,631 $5,063,100,000
Cardiovascular Diseases

Ischemic Heart Disease 14,708 $1,470,800,000 8,180 $818,000,000 22,888 $2,288,800,000
Other Heart Disease 2,688 $268,800,000 1,604 $160,400,000 4,292 $429,200,000
Cerebrovascular Disease 2,665 $266,500,000 2,430 $243,000,000 5,095 $509,500,000
Atherosclerosis 173 $17,300,000 40 $4,000,000 213 $21,300,000
Aortic Aneurysm 1,197 $119,700,000 730 $73,000,000 1,927 $192,700,000
Other Arterial Disease 116 $11,600,000 122 $12,200,000 238 $23,800,000
Sub-total 21,547 $2,154,700,000 13,106 $1,310,600,0 00 34,653 $3,465,300,000
Respiratory Diseases

Pneumonia, Influenza 1,410 $141,000,000 964 $96,400,000 2,374 $237,400,000
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Male Female Total
‘ Years of Smoking- Years of Smoking- Years of Smoking-
DIEERER G0y Potential Attributable Potential Attributable Potential Attributable
Life Lost Cost Life Lost Cost Life Lost Cost

Bronchitis, Emphysema 1,059 $105,900,000 1,360 $136,000,000 2,419 $241,900,000
Chronic Airway Obstruction 6,790 $679,000,000 9,130 $913,000,000 15,920 $1,592,000,000
Sub-total 9,259 $925,900,000 11,454 $1,145,400,000 20,713 $2,071,300,000
Total 61,482 $6,148,200,000 44,515 $4,451,500,000 105,997 $10,599,700,000

Note: 1.Smoking-attributable years of potential life lost was computed using SAMMEC available at http:/apps.nccd.cdc.gov/sammec/.

2. Value is based on $100,000 per life year.
3. Cost among adults 35 years and older.

Economic Impact: Smoking Attibuatable Loss of Proctivity

Because smokers tend to have shorter life expaetatian non-smokers, smokers have shorter wak lif
than nonsmokers. Shorter life results in fewer y@eaorking, early retirement, and lost wages and
economic output (US Department of Treasury, 1998pble 3-40 presents the estimated annual smoking-
attributable loss of productivity by sex and digepgpe estimated in Maryland using SAMMEC. The
annual cost of smoking reflected in loss of proohitgtfor Maryland totals $1.8 billion, of which $2

billion of loss is attributable to male smokersd &®.6 billion of loss is attributable to femaledicers.
Productivity loss is higher for males than femalesn though SAMMEC uses the same present value of
future productivity for males and females. The gaproductivity loss between male and female partly
reflects the higher smoking prevalence among maesause the SAMMEC model does not include loss
of productivity due to early retirement and loweoguctivity of smokers who work, this can be
considered a conservative estimate of smokingsatable productivity loss.

Table 3-40. Maryland smoking-attributable productivity loss by types of disease in year 2004

Disease Category Male ‘ Female Total

Malignant Neoplasms

Lip, Oral Cavity, Pharynx $36,609,000 $6,582,000 $43,191,000
Esophagus $46,258,000 $7,605,000 $53,863,000
Stomach $11,439,000 $2,980,000 $14,419,000
Pancreas $21,331,000 $19,263,000 $40,594,000
Larynx $16,965,000 $2,513,000 $19,478,000
Trachea, Lung, Bronchus $431,476,000 $274,011,000 $705,487,000
Cervix Uteri $0 $4,792,000 $4,792,000
Kidney and Renal Pelvis $14,746,000 $442,000 $15,188,000
Urinary Bladder $10,509,000 $2,495,000 $13,004,000
Acute Myeloid Leukemia $4,174,000 $768,000 $4,942,000
Sub-total $593,507,000 $321,451,000 $914,958,000

Cardiovascular Diseases

Ischemic Heart Disease $320,269,000 $115,948,000 $436,217,000
Other Heart Disease $52,559,000 $19,379,000 $71,938,000
Cerebrovascular Disease $59,066,000 $44,243,000 $103,309,000
Atherosclerosis $2,583,000 $0 $2,583,000
Aortic Aneurysm $24,089,000 $10,070,000 $34,159,000
Other Arterial Disease $1,556,000 $612,000 $2,168,000
Sub-total $460,122,000 $190,252,000 $650,374,000
Respiratory Diseases

Pneumonia, Influenza $22,080,000 $10,146,000 $32,226,000
Bronchitis, Emphysema $15,652,000 $14,751,000 $30,403,000
Chronic Airway Obstruction $85,201,000 $89,779,000 $174,980,000
Sub-total $122,933,000 $114,676,000 $237,609,000
Total $1,176,562,000 $626,379,000 $1,802,941,000

Note: Among adults 35 years and older
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Economic Impact: The Cost of Smoking in Maryland

Table 3-41 summarizes the annual smoking-attribetedsts of Maryland. Almost $2.2 billion medical
care cost is spent on smoking-attributable monpiitnually. Furthermore, approximately $3.2 millien
spent on treating neonatal health conditions becthesmother of the child smoked during pregnalicy.
Maryland reaches the tobacco-related goals séeiiaryland Health Improvement Plan 2000-2010 by
reducing smoking prevalence to 50% of the 2000l |éaryland will save $967 million annually in adlul
health expenditures and an additional $1.2 milianually in neonatal medical expenditures.

Additionally, the value of potential years of lifest due to smoking each year exceeds $10 bilAon.
additional $1.8 billion economic output is lost doehe fact that smokers tend to die younger than
nonsmokers. The total annual cost of smoking inylaad is over $14.6 billion.

Table 3-41. Summary of Smoking-Attributable Costs

Type of Cost Annual Smoking-Attributable Cost
Adult Medical Expense $2,199,048,700
Neo-natal Medical Expense $3,196,202
Value of Potential Years of Life Lost $10,599,700,000
Productivity Loss $1,802,941,000
Total Cost $14,604,885,902

The potential savings in smoking-attributable castsemendous compared with the funding of CRFP.
Since the inception of CRFP, 2003 was the year thighhighest level of funding with $20.2 million
invested in the Tobacco Program. This represenystao thirds of the CDC-recommended annual
funding for a comprehensive tobacco program ($80lfBon), and approximately 0.1% of the annual cost
of smoking in Maryland. The annual cost of smokattyibutable medical expenditures alone is more
than 100 times as high as the CRFP annual tobaochny. If Maryland reaches the target smoking
prevalence rate set by the Maryland Health Impram@r?lan 2000-2010, the total annual savings in
adult and neonatal medical expenditures are 4&tamanuch as the funding level of CRFP tobacco
program in 2003 and 32 times as much as the furldired recommended by CDC for a comprehensive
tobacco program, although the majority of thesé sagings will be realized in the long term. Givair
estimate that a one percentage point decrease préiportion of population that have ever smoked
would lead to $48 million annual savings in aduétdical expenditures, CRFP will be cost effective in
the long term if, at its current funding levelcén reduce the proportion of population that eveslsed

by half of a percentage point in a one-year pegiagh if we only consider savings in adult medicsits.
Only considering savings in adult medical expendguat the level of $30.3 million annual funding
recommended by CDC, CRFP will only need to redheeproportion of ever smokers by approximately
0.63 percentage point over a one-year period tobeeffective.

3.1.3 To what Extent did the Tobacco Program Implem  ent the CDC'’s “Best Practices”
Model for Tobacco Use Prevention and Cessation?

3.1.3.1. Overview

In accordance with the statutory requirements, Maiys CRFP Tobacco Program follows CDC
recommendations in terms of program components.edew Maryland’s funding of its tobacco control
program and most of its elements have been contistender-funded with respect to CDC'’s
recommended levels.
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3.1.3.2. Implementation of the CDC'’s “Best Pract&le

The statutory requirements for the CRF local Tobgmograms include funding formulas for allocating
tobacco funds within the CDC recommended programehts for each jurisdiction. The relative weights
assigned to the program elements are based ormx@er€commendation. Although Maryland’s State
tobacco funding falls short of the budget requiretaset forth by the CDC, the Program has conglgten
incorporated all of the suggested CDC “Best Prasticomponents. For instance, funds were allocated
for community-based, school-based, enforcementcangation programs. The Tobacco budget does not
specifically allocate funds to the chronic disepsEyrams; however, a substantial portion of the ERF
funds goes to the Cancer Program. While the Madytaogram does have all the recommended
components, the issue has been funding. Accorditiget American Lung Association, Maryland
consistently received a grade of “F” for its furgliof tobacco control programs.

Figure 3-16 illustrates the trends in Maryland’sding of tobacco control programs from FY2002 to
FY2005 (2006 funding allocations matched thoseX2#05). The Maryland budget items are from

annual reports to the legislature. For FY2003,sedibudget figures were used. The figure presbkats t
expenditures for each program component. The couat&eting and media component was reduced
early in the program and currently focuses on iagireg awareness of the statewide quitline. Thd loca
public health component funds jurisdictional pragsao provide interventions and services under the
CDC Best Practices recommended community-basedpkblased, enforcement, and cessation elements.
The statewide component has included funding oM@ A program and the legal resource center and
as of 2007 the statewide quitline. Surveillance evaluation funds are used for the fielding of MW&TS

and MYTS.

Figure 3-16. Fiscal Changes in the Tobacco Progranver Time, by Fiscal Year and From the CDC,

by Component
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The following calculations were made to derive CBéhichmarks:

* Overall budget: Maryland’s population (5,421,869)ltiplied by $6 which is the lower end of the
range for CDC’s recommended per capita expenditurmedium size States, minus $2.8 million for
chronic disease programs since CRFP funding isadlsocated to the Cancer Program

» Countermarketing: Maryland’s population times $lichhs the lower end of the range of CDC's
recommended per capita expenditure

« Community programs: Maryland’s population (5,42886wultiplied by $0.70 per capita
» Enforcement: Maryland’s population (5,421,869) nplittd by $150,000 plus $0.43 per capita

» Cessation: Number of smokers according to 2004 yMad Behavioral Rick Factor Surveillance
System (MBRFSS) (smoking rate of 19.7% of the aploftulation of 3,940,314) multiplied by 2
(recommended cost of counseling) plus $1 per adudtentify and reach smokers

* School programs: $4 per student in K-12 (839,15205) plus $500,000 for staff development
« Statewide programs: Maryland’s population (5,42%)86ultiplied by $0.40 per capita

» Evaluation: 10% of total Tobacco program budget

» Administration: 5% of total Tobacco program budget.

As shown in Figure 3-16, Maryland’s tobacco confnalgrams have been chronically under-funded. In
FY2005, for instance, the budget was approximaialy third of what is recommended by CDC using the
lower range of recommended per capita expenditiitess.only component of the Maryland budget that
exceeded CDC recommendations was the funding éocalintermarketing campaign in FY2003 and
FY2004. In FY2005, the funding for countermarketwas reduced to $500,000.

Maryland consistently kept its administrative castsler 5% in accordance with the CDC
recommendation. With the exception of 2004, wherfumals were allocated to evaluation and
surveillance, Maryland’s expenditures in 2002, 2G04 2005 for evaluation were close to CDC'’s
recommendation.

3.1.4. To what Extent was Cigarette Smoking among M aryland Youth and Adults Reduced
In Comparison with other States’ Tobacco Use Cessat  ion Programs and With the Nation
as a Whole?

3.1.4.1. Overview

Smoking prevalence among Maryland adults has beesistently lower than the national prevalence.
Additionally, Maryland’s adult smoking prevalensgower than its neighboring states and Maryland
compares favorably with some of the states tha¢ Imaere stringent clean indoor air laws, those with
higher tobacco taxes, and those that spend moreyy®er capita on tobacco control. Maryland has a
lower youth smoking prevalence than the nation,@mrdpares favorably to its neighboring states with
respect to this measure.
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3.1.4.2. Adult Smoking Rates

To answer this question, a comparison of adultszursmoking rates reported by the Maryland
Behavioral Risk factor Surveillance System (MBRF$@¥ made to BRFSS data from States
neighboring Maryland. A comparison between bencke@Maryland rates and other States that
received a top three ranking by the American Lusgagiation in three policy areas (clean indoor air,
cigarette tax, and expenditures on tobacco prememtiograms) was also made. Because the last
available MBRFSS data were for 2004, the Americand-Association’s 2003 ratings were used. It
should be noted that the Maryland Adult Tobaccos/&ureported a lower prevalence than MBRFSS in
both 2000 (17.5%) and 2002 (15.4%), indicatinggaificant reduction in cigarette use among adults.
However, MBRFSS data are used to enable for cosmasiwith other States.

Overall, Maryland adult smoking rates were consigyebelow the national average. However, because
CDC does not provide confidence intervals for tinaitional estimates, a statement about significance
cannot be made. Maryland’s smoking rate did noliiesignificantly from 2000 to 2004, but, none of
Maryland’s neighboring States showed significardlides either (Table 3-42). Maryland did show a
significant decrease in current tobacco use fro8226 2005, as did Delaware and Virginia. In 2G6@,
Maryland smoking rate was significantly lower thrates in Pennsylvania and West Virginia. In 2004 an
2005, the Maryland smoking rate was significanthyeér than Delaware, Pennsylvania, and West
Virginia.

The adult smoking rates in Maryland compared favgravith States that received high rankings foirthe
tobacco control policies. Only California, whiclteéved a Number 1 ranking for its clean indoor air
policies, had smoking rates significantly lowerrtiaryland for all four comparison years.
Massachusetts, which had the second highest digdaaes, had a lower adult smoking rate than
Maryland during 2002, but not during the other cangon years. As mentioned earlier, in 2004,
Maryland had lower adult smoking rates than Delayvathich was ranked second for its clean indoor air
policies and ranked third for its expenditures @veicco control. Maryland also had lower smokingsat
than Arkansas in 2002, 2004, and 2005 which wasadhsecond for its expenditures on tobacco control.

Maryland had a relatively low smoking rate to begith, which may explain why Maryland compares
favorably with some of the states that have maregent clean indoor air laws, those with higher
tobacco taxes, and those that spend more moneapia on tobacco control. With regard to the tatte
point, ranking in terms of expenditures does naesearily imply quality of program intervention,rno
does it indicate whether allocations to tobaccdrabreven if they approximate CDC guidelines, are
sufficient to yield changes in prevalence, espbcial5 years.

Table 3-42. Adult Smoking Rates for 2000, 2002, 200and 2005 in the United States, Maryland and
Other States

State 2000 2002 2004 2005
Maryland 20.5(19.1-21.8) 21.9 (20.2 — 23.6) 19.5 (17.8 - 21.2) 18.9 (17.8 — 20.0)
United States (excluding 23.2(—) 23.0(—) 20.9 (—) 20.6 (—)

territories)

Neighboring States

Delaware'

22.9 (20.7 — 25.0)

24.7 (22.5 - 26.9)

24.4 (22.5-26.3)"

20.6 (18.9 — 22.3)

Virginia

21.4 (19.2 — 23.5)

24.6 (22.6 — 26.6)

20.8 (19.3 — 22.3)

20.6 (19.0 — 22.2)

Pennsylvania

24.3 (22.7 - 25.8)"

245 (23.5 — 25.5)

22.7 (21.4 - 24.0)

23.6 (22.4 - 24.8)"

West Virginia

26.1 (24.1 — 28.0)"

28.4 (26.6 — 30.2)"

26.9 (25.1 — 28.7)"

26.7 (24.9 — 28.5)"

States with highest ranking for tobacco control spending

Arizona (1)

18.6 (15.4 — 21.7)

23.4 (20.8 — 26.0)

18.5 (16.2 — 20.7)

20.2 (17.8 — 22.6)

Arkansas (2)

25.1 (23.3 - 26.8)

26.3 (24.6 — 28.0)"

25.6 (23.9 - 27.3)"

23.5(22.0 - 25.0)*
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State

2000

2002

2004

2005

States with highest ranking for ensuring smoke-free environment

California (1)

17.2 (15.8 — 18.5)°

16.4 (14.9 - 17.9)2

14.8 (13.5—16.1)2

15.2 (13.9 - 16.5)2

New York (3)

21.6 (20.0 — 23.1)

22.3 (20.8 — 23.8)

19.9 (18.6 — 21.2)

20.5 (19.3 - 21.7)

States with the highest cigarette taxes

Connecticut (1)

19.9 (18.3 - 21.4)

19.4 (18.1-20.7)

18.1 (16.9 — 19.3)

16.5 (15.1 — 17.9)

Massachusetts (2)

19.9 (18.9 — 20.8)

18.9 (17.8 — 20.0)?

18.5 (17.3 — 19.7)

18.1 (16.9 — 19.3)

New Jersey (3)

21.0 (19.4 — 22.5)

19.0 (16.9 — 21.1)

18.8 (17.9-19.7)

18.0 (17.0 — 19.0)

Sources: Prevalence estimates — CDC BRFSS; State comparison choices — American Lung Association, 2003
1 = Delaware ranks number 3 for tobacco control spending and number 2 for ensuring smoke-free environments
— =No confidence interval available

1 = Significantly higher than Maryland during that year; 2 = Significantly lower than Maryland during that year

It is important to note that the MBRFSS data dostaiw the decrease in adult smoking prevalence
reported by the Maryland Adult Tobacco Survey (MAT&nd it is not clear whether other states might
have shown a decrease in smoking using the sannerment as was used for MATS. However, the State
rates are somewhat deceiving. According to MATSldng in Maryland is a regional issue. Whereas
smoking rates in Baltimore City and some of thakaounties are well above State and national geera
rates, smoking rates in the District of Columbiganmgolitan area (Montgomery, Howard, and Prince
George's Counties) are much lower. These regianaksg rates may explain some of the comparisons
with the neighboring States. For instance, Delawsapgobably most similar to rural Maryland on the
Delmarva Peninsula, whereas West Virginia is morgla to the Appalachian regions of Maryland in
which it borders.

3.1.4.3. Youth Smoking Rates

To examine youth prevalence in Maryland and contptoether states and the nation, middle and high
school prevalence rates were reviewed. Data fodieidnd high school prevalence in this section is
taken from the National and State Youth Tobacco&s for 2000 and 2002, as reported by the CDC.
Because Maryland does not have youth prevaleneefoia004, data for that year is not reported here
The same states that were compared in the adukisgiates section were also compared in this @ecti

It is important to note that according to resu#isarted by Maryland in their MFR reports, smoking
declined 23.5% among high school students, from EB2000 to 17.6% in 2004. However, the figures
reported by CDC, and cited in Table 3-43, showghdi rate of high school smoking in Maryland. The
reason for this discrepancy is that as requirethbyegislative statute [13-1003 (C2)], Marylandags
smoking rates for youth 17 and under, whereas Gia{ides 18-year—old youth who are attending high
school in its tally.

Maryland’s prevalence among middle school and kigiool youth was lower than the nation in 2000
and 2002. In both 2000 and 2002, Maryland’s middleool and high school smoking prevalence was
lower than all comparison states but Californiac&ese the confidence intervals are not availalléhfo
However, data are presented below for descriptivpgses. Because there are no 2006 data avaitable f
comparison from other states or the nation, thg caparisons made here are for 2000 and 2002.
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Table 3-43. Middle School and High School Smokingdes from 2000 to 2002, in the United States,

Maryland, and Other States

State 2000 2002
Middle School High School | Middle School High School

Maryland 7.3 23.7 5.3 19.3
United States (excluding territories) 11.0 28.0 13.3 22.9
Neighboring States

Delaware’ 15.2 27.1 10.3 25.9

Virginia — — — —

Pennsylvania® — — 13.1 27.6

West Virginia 18.1 38.5 16.3 33.7
States with highest ranking for tobacco control spending

Arizona (1) 11.4 — — —

Arkansas (2) 15.8 35.8 — —
States with highest ranking for ensuring smoke-free environment

California (1) 6.7 21.6 — —

New York (3) 9.3 26.8 6.7 21.3
States with the highest cigarette taxes

Connecticut (1) 9.8 25.6 5.9 22.0

Massachusetts (2) — — 7.1 20.7

New Jersey (3)? — — 8.1 245

Sources: Prevalence estimates — CDC National YTS; State comparison choices — American Lung Association, 2003
T = Delaware ranks number 3 for tobacco control spending and number 2 for ensuring smoke-free environments

a = Data for Pennsylvania and New Jersey was only available for 2001

— = No data available

3.1.5. Is there Evidence of Program Participation b
and Minorities) Under the Tobacco Program?

y Targeted Populations (Youth, Adults,

The quantitative data collected by the Tobacco Rrmgbout community-based local Tobacco program
activities does not provide audience breakdownsniany measures, but the local programs do provide
some information about audience breakdown in theatige portions of their quarterly and annual

reports. The narrative information does not progtteamlined or consistent measures from which to
make quantitative estimates of program participasimong targeted populations in the community-based
activities of the local programs. However, quatitt&ainformation is available for some school-based
cessation-based activities.

The programs are clearly targeting youth througlr tbchool-based programs, through providing
education, peer programs, and cessation servidésdergarten through twelfth grade students, and
education to pre-kindergarten students. Schoolebpsegrams also target adults through providing

cessation to college students. Details about tted kctivities under the school-based element are
presented in Section 3.1.2.3 of this report, butestighlights include:

« Attendance of 1,118,576 K-f2jrade students to tobacco education activities
« Attendance of 309,435 K-f2yrade students to peer program activities
» Attendance of 51,807 pre-kindergarten studentsltca&ion activities

» Attendance of 160,612 college students and 32,28%ipdergarten parents to tobacco education
activities
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 Provision of cessation services to 9,907 K-geade students, and 4,807 college students

Minority adults and preghant women are particigatinthe local Tobacco cessation programs (detailed
in Sections 3.1.2.5 and 3.2.1.3 of this reportpuprcessation participant information about race an
ethnic makeup, as well as whether women particgparg pregnant is provided by the local programs.
Group cessation participants included:

* 6,372 African American participants
* 619 Asian participants

* 990 Hispanic/Latino participants

» 439 Native American participants

» 1,607 pregnant women participants

3.1.6. To what Extent were Local Tobacco CRFP Plans  Reflective of Community Needs
and Priorities Identified by Data?

3.1.6.1. Overview

Local program plans include activities under eafcthe CDC’s recommended elements. Programs are
required to target minority populations includinggnant women. According to surveys conducted with
local Tobacco program coordinators, it appearslttat Tobacco program coordinators are highly
familiar with State and local level data for usglanning and with the CDC'’s Best Practices guitksi

to inform their program planning, and that theysidar this information during planning. However, as
discussed in Section 3.1.7 of this report, locagpam coordinators feel limited in the extent tdakh

they can respond to local needs by the fundingation requirements dictated by the grant requirgme

3.1.6.2. Local Tobacco Program Plans

Within the local public health component of the &obo Program, the goals for each local program are
established by the State and encompass adult twlbgecprevention and cessation, youth smoking use
prevention, and reduction of exposure to second karoke. In addition, local programs are requiced t
target minority populations and pregnant women. Vdréations in program plans between jurisdictions
typically lie in specific jurisdiction-created olojives listed under each program goal. Observed
variability in specific objectives may reflect aatulifferences in concentration of resources arnidides
from jurisdiction to jurisdiction. Alternativelyhese differences may be a matter of how individual
jurisdictions structure their grant applicationsefefore, data obtained through examination ofiloca
program plans may not reflect the actual emphasspecificity of local objectives.

3.1.6.3. Familiarity and Use of Data

Although the local plans are present in annualtgraplications, the decision-making processes that
occur during planning are not evident. In some gabe plans do not appear to reflect the priarisiet

by the data. For example, although all local Tobgmograms have plans for adult cessation and youth
prevention, setting of tobacco objectives targetitiger tobacco related issues (e.g., secondharubese
for youth and adults) does not appear to relagpéeific needs identified by surveillance datés It
important to note that due to budget cuts, sulamilé data was available in 2000 and 2002, them agai
2006, so data-based local planning may have bégeuttigiven this time lag. Nonetheless, all (10%)

of the Tobacco program coordinators that responalée survey conducted by AIR indicated high Isvel
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of familiarity of various sources of informationrfprogram planning. They also indicate that thew fi
these sources to be important in the planningaif thcal Tobacco programs. Respondents assigrggd hi
familiarity ratings to the following information scces: CDC Best Practices guidelinks< 4.52), local
level data on tobacco use prevalende<4.82) and tobacco enforcemelit € 4.57), and State level data
on tobacco use prevalendd € 4.57) and tobacco enforcemeht € 3.78). Respondents also indicated
that they are very familiar with efforts of othedisting local tobacco programbi(= 4.22).

While familiarity with sources of information iskey component to program planning, use of the
information is essential to planning programs Hrattargeted to the communities for which they are
intended. Tobacco program coordinators indicatatidkailable guidelines, data, and coalition member
input are important sources of information for gh@nning of their local programs. While all of the
sources of information probed were rated as beémg ¥nportant for program planning, respondents
assigned the highest importance ratings to local lgata on tobacco use prevalende<4.82) and local
level data on enforcemerii(= 4.61), input from coalition membersl = 4.78), and CDC Best Practices
Guidelines M = 4.52). State level data on tobacco prevalehte §.35) and State level data on tobacco
enforcementNl = 4.17), as well as information about other ergsiocal tobacco programs are also
important sources of information for program plami

Given the importance assigned to local and statd fgevalence data in program planning, the
availability of this data is an important factor focal programs. As such, coordinators were astied
indicate their satisfaction with the availabilitydausefulness of local and State level prevaleat®. d
While respondents indicated satisfaction with teefulness of the data from the 2000 and 2002
Maryland tobacco surveyd/(= 3.87), and only 13% of respondents indicatetttiedata from these
surveys was not useful, availability of local dappears to be an issue for many programs. An equal
proportion of respondents indicated satisfactiotihthie availability of local data (43.5%) as indexh
dissatisfaction (43.4%), and the overall ratingtfos element was in the low-neutral ranlye= 2.96).
Respondents also expressed neutrality toward thiéability of state level tobacco use prevalenceda
(M= 3.17).

3.1.6.4. Importance of Community Connections

During the in-depth interviews with Tobacco progremordinators, they expressed the importance of the
relationships that their community health coaliidrave with the community. They indicated that ¢hes
relationships allow the programs to better undatsthe community needs, and to determine how to pla
and implement the programs based on these neeelg stiggested that programs are made stronger and
more effective through input from coalition membetso are part of the community, so have an intimate
understanding of how best to serve them. This ssigdkat community needs are an important part of
program planning and implementation from the cowatbrs’ perspectives, and that local programs are
somewhat informed about the community needs throlglmput of the local coalition members.

3.1.7. To what Extent did Local Health Tobacco Plan s Remain Consistent with the CDC's
“Best Practices” Models?

Local programs are bound to the structure of th€BBest Practices Model via the legislative
requirement for allocating funds for the local tle@omponent based on the funding allocation
recommendations of the Model. Grant applicatiorgsgnant budgets are structured based on the CDC
recommended elements of community-based, schoeldbasforcement, and cessation programs.

While information about the specifics of progranplementation is submitted in narrative form in the
quarterly and annual reports, this narrative dateot conducive to a quantitative or comparative
evaluation. However, the quantitative data thakeisig collected via the local program performance
measures does indicate that at a broad level rdggams are conducting activities that are consiste

Contract Number: DHMH/OCPMP-06-9044 Tobacco ProgFandings 98



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

with those suggested by the CDC Model. For examyider the community element, local programs are
providing education and outreach programs; thexeeducation curricula being implemented in the
schools to promote prevention and cessation; camdi checks are being conducted and citations are
being made under the enforcement element; and gnodifindividual cessation counseling are being
provided to the public in all jurisdictions.

3.1.8. What State and Local Policy Measures were Ad  opted that Helped or Hindered the
Tobacco Program’s Efforts to Achieve its Goals

3.1.8.1. Overview

Through 2007, there is a statewide smoking banhichvsmoking is not allowed in most indoor public
places unless it is confined to a separately \aptil room. There are also statewide policies timt |

youth access to tobacco products. Several loaabjations, including Howard, Montgomery, Prince
George’s, and Talbot Counties have enacted mdrgstit smoking bans, and a more stringent Statewide
smoking ban was passed by the General Assemblw#irakegin enforcement in 2008. A tax increase on
cigarettes in 2003 appears to have had an effeciganette sales, but this effect may be tempeyed b
lower Program funding since 2004.

3.1.8.1. Local Program Perspective

On the Tobacco coordinator surveys fielded by A#spondents were asked to list up to five State or
local policy measures that have helped programeamphtation during the 36 months prior to the survey
As shown in Table 3-44, most respondents weretalpeovide at least one (78.3%), two (65.2%), or
three (56.5%) policy measures that helped prograpleémentation. A smaller proportion provided four
(34.8%) or five (17.4%) helpful policy measureseThost often sited helpful policies involved passag
of local tobacco control enforcement policies inldhg sales to minors, unpackaged cigarette sads fin
product placement ordinances, and earmarking ftnods fines to support substance abuse prevention
and treatment. These policies were also the mestrmmly mentioned helpful tobacco policies during
the in-depth interviews of local Tobacco prograrordinators. Passage of clean indoor air policighiwi
the respondents’ jurisdictions was seen as an itapbfacilitator, as were smoke-free school and
university grounds policies. Even in jurisdictionBere jurisdiction-wide smoking bans have not been
adopted, there have been individual bans adoptidnwocal businesses, hospitals, universities, and
parks. Also considered helpful policies by som@oeslents were implementation of the State quitline,
passage of clean indoor air policies in surroundm@munities, and the increase in base funding for
smaller jurisdictions. Other helpful policies indd those related to 100% smoking bans and attampts
enact clean indoor air policies. Some responsdgdad items that are not necessarily State of local
policies, including periodic coordinator and regibmeetings, multi-organizational connections, and
locally implemented cessation tracking database.

Table 3-44. State or Local Policies that Have Beritdd Local Tobacco Programs

Number Beneficial State or Local Policies

=Y
i

Passage of local enforcement policies

Passage of clean indoor air policies within county/jurisdiction

Smoke-free schools and/or universities

Implementation of the State quitline

Clean indoor air act passed in surrounding communities/jurisdictions

Increased base funding in smaller counties/jurisdictions

County/jurisdiction passed a 100% smoking ban

Attempts to enact smoke-free bar and restaurant laws

NN~ OT 0

Quarterly CRF coordinator meetings and regional meetings
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Number Beneficial State or Local Policies

1 Cessation tracking database implemented at the local level

1 Multi-organization connections enable new approaches to implementation
1 Failure of State clean indoor air legislation has increased determination

Local health officers most commonly pointed to @oéonent policies, particularly product placement, a
being the most helpful local policy measures fairttocal Tobacco programs. They indicated thairav
these policies in place hinders youth from easityeasing tobacco products. Additionally, local nlai
ordinances that have been passed within theirdjgtisns — either jurisdiction wide, or voluntarily
among some businesses, hospitals, schools, andhgoset campuses have also been helpful in raising
awareness about tobacco issues, reducing secondkposiure, and promoting cessation. A few local
health officers indicated that the passage of #ifesgax increase at the State level was a program
facilitator in that it raised revenues and reduseking prevalence. While the push for a statewide
indoor air policy is viewed as a positive step, filiet that it has not passed is a barrier to tlognam. It
was suggested that the fragmented jurisdictionéaperoach to policy promotion is not the most
effective way to go about attempting to move theative forward.

Survey respondents were asked to list up to fie¢eSir local policy measures that have hindered
program implementation during the 36 months piaathe survey. Many respondents (60.9%) were able
to provide one policy measure that hindered prograplementation. Fewer respondents provided two
(34.8%), three (30.4%), four (17.4%) or five (8.7p6)icy measures that hindered program
implementation (Table 3-45). The most often citetigy measures that hindered program
implementation were State level funding policiegareling funding levels, funding allocations, anddlo
procurement processes; and the lack of passagstafeavide clean indoor air act. Tobacco coordnsato
echoed this information during the in-depth intews, during which many indicated that the Tobacco
funding allocations make it difficult for them te lilexible about program implementation in their
jurisdictions. Other policies that pose a hindraimcéuded lenience toward repeat youth sales vaat
State mandated target populations, State hiringemnaination policies, loss of evaluation funding
eliminating outcomes data since 2002, funds beurtggward the State quitline, and the requiremieat t
youth gain parental permission to participate issedion. Some of the responses included non-policy
items such as lack of law enforcement participatomer-concern for smokers’ rights, lack of coreit
statewide program outcome measures, and lack tdragsic infrastructure to promote coordination
between local programs.

Table 3-45. State or Local Policies that Have Deterd Local Tobacco Prograns

Number Detrimental State or Local Policies

State funding policies regarding funding allocations and funding levels

Failure of Maryland Assembly to adopt Clean Indoor Air Act of 2006

Not passing bill to fine/revoke tobacco retailer licenses for repeat youth sales violations

State mandate regarding what populations to reach

State hiring and termination policies

Loss of evaluation funding eliminating outcomes data since 2002

Funds being put toward the State quitline

Parental permission required for youth participation in cessation services

Lack of law enforcement participation

Over-concern for smokers’ rights

Lack of consistent statewide program outcomes measures

RiR|(RPRRPIRIR[R[RP|N D 0 ©

Lack of systematic infrastructure to promote and allow coordination between local programs
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3.1.8.2. Clean Indoor Air

Through 2007, Maryland has a statewide smokingitavhich smoking is not allowed in most indoor
public places unless it is confined to a separatehtilated room. However, the law exempted restatisr
with liquor licenses, where smoking is allowedhi bar area. During the 2007 legislative sesshan, t
General Assembly voted to pass a law that willrdo effect on February 1, 2008. The law will ban
smoking in all indoor workplaces, including restmis, bars, and private clubs. Establishments can
request a hardship waiver from their local heafflt®, but all waivers that are awarded will expiine
2011.

With no statewide pre-emption, local jurisdictidresse been allowed to enact more restrictive clean
indoor air ordinances. Currently, Howard, Montgomérince George’s, and Talbot Counties have more
comprehensive clean indoor air laws than the Skatihese jurisdictions, smoking is banned in ablc
places, including bars. Additionally, Carroll CoyistParks and Recreation Department has banned
smoking in its facilities. However, some local Toba program coordinators and local health officers
expressed frustration in having the responsibitityclean indoor air defused throughout the statbe
championed by the individual jurisdictions. It wagygested that a statewide effort would be mordylik

to have broad results than dispersed local-leettsfcan.

According to the MATS data, Marylanders are welbasvof the dangers of secondhand smoke, and the
percent of respondents stating that secondhandesiadiarmful or very harmful to one’s health
increased significantly each survey year from 2006ugh 2006. According to the same survey, in 2004
41% of adults in Maryland avoid places with secarhsmoke. The proportion of adults who indicated
that they would support or strongly support smokiags in bars and nightclubs increased signifigantl
each survey year from 2000 through 2006. This atdi€ that there is sufficient public support foreno
comprehensive smoke-free ordinances. The documeritsved for this analysis did not reveal additiona
factors that could influence adoption of more sgfeint local clean indoor air policies in the jurddins

that do not have local laws. Generally, oppositmthese ordinances comes from business communities
that claim loss in business, although studies lshesvn that this is not the case (for example, Schl,
Hyland, & Glantz, 2003).

3.1.8.3. Youth Access

State laws governing youth access prohibit sal@sinors, restrict placement of vending machined, an
provide for fines for noncompliance. Maryland atgohibits shipment of tobacco products that are
purchased from out-of-state vendors into the S&egeral Maryland jurisdictions enacted more
comprehensive youth access ordinances. For exaBalimore City and Howard, Montgomery, and
Prince George’s Counties have additional statutelsilpiting sales to minors. These same jurisdictjon
as well as Talbot and Wicomico Counties, prohibit-service displays for cigarettes, requiring kter
assistance to purchase tobacco products. HowardtZand Baltimore City also have restrictions on
some cigarette promotion.

The enforcement of youth tobacco laws (typicaliggbperations) are financed locally with CRFP fsind
According to data available from site visits, enfment issues were identified in 4 out of 15 viditss
suggests local variability in enforcement effontsl possibly local policies governing enforcement
activities.

3.1.8.4. Cigarette Tax Increase

Effective June 1, 2003, cigarette tax increasech$0.66 per pack to $1.00 per pack in Marylandc&in
the increase, there has been an 11% average deareagarette sales three years post-increagarese
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years prior. However, coinciding with a declindArogram funding levels for the CRFP Tobacco
Program, cigarette sales appear to be levelinightly increasing since FY2003 (Figure 3-17).

Figure 3-17. Millions of Packs of Cigarettes SolchiMaryland and Total CRFP Tobacco Funding
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3.1.8.5. Funding

CRFP provides funding to local programs followimgestablished formula. The funds are divided
between specific programmatic initiatives: commyiiased, school based, enforcement, cessation, and
administration. The percentage of budget allocdiorach cost center is the same for all jurisoind,

but originally the formula was based strictly oe @opulation of the county. Currently, the funding
formula provides a base amount plus extra allonatimmsed on demographics. The current funding level
for the Tobacco Program is below CDC recommendstiimetluding the countermarketing and media
component, which was decreased by 95% to $500,000.

Based on the review of local budgets, only Montggn@ounty provides additional funding to tobacco
control programs. Obviously, local financial cohtriions to the programs as a policy initiative dbdou
facilitate overall tobacco control efforts.

3.1.9. How well did the Surveillance and Evaluation Activities Work in the Tobacco
Program?

Maryland has an excellent tobacco surveillanceesystonsisting of MYTS and MATS that provides data
that is representative of each jurisdiction, aratdhis a legal requirement that Maryland schools
participate in MYTS if selected which assures Highlity data on youth tobacco use. However, budget
cuts lead to suspension of surveillance activitiess 2002, leaving the local Tobacco programs witho
current prevalence data for almost four years. Sihreeys were fielded once again in 2006. Lack of
periodic surveillance activities denies the staie lacal level information necessary to both benatkm
progress and to guide strategic planning of therano.
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When asked their thoughts about the availabilitgath for the local Tobacco programs, most Tobacco
program coordinators indicated that it would bephdlfor their program planning to have local data
more frequently than they currently receive it. Méeel that the lack of current local data makes it
difficult for them to evaluate how their programe @oing, or what effect they are having on their
communities. However, many coordinators indicaked kack of local data is not a concern for thesn, a
some collect their own local data. Consensus amongdinators is that updated local data would bstmo
useful if it were available biennially.

Local program tracking is separate from the sulaaile and evaluation activities of the Tobacco
Program. However, the ability to connect local gfdo outcomes may be enhanced by connecting these
activities and by implementing a tracking systemwihych local program activities can be quantified a
connected to outputs and outcomes.

3.1.10. What Factors Helped or Hindered the Impleme  ntation of the Tobacco Program?
3.1.10.1. Overview

Local program coordinators provided input via sys/and in-depth interviews regarding factors that
have helped or hindered the implementation of tleel Tobacco programs. Local CRFP Tobacco
coalition members also provided input regardinglifators and barriers via surveys. Local Health
Officers and State level Tobacco Program staff va¢se asked to provide information about program
facilitators and barriers during in-depth interveew

Through the surveys and in-depth interviews, |daddacco program coordinators indicated that their
local Tobacco programs have been helped most yatpg within supportive environments, having
capable and knowledgeable subvendors and stafhavidg funding to implement their programs. State
DHMH Tobacco staff feel that the support and tragrtihat they provide to the local programs and the
availability of the Legal Resource Center have bha®gortant program facilitators.

During interviews, local Tobacco program coordimat@nd local health officers indicated that funding
fluctuations are the biggest barriers to programplé@mentation. Specifically, it was indicated that
fluctuations in funding make it difficult for progms to maintain subvendor relationships and candist
staffing for their programs. According to the StBtdMH Tobacco staff, the biggest barriers to Toleacc
Program implementation have been the lack of sldtif, and time among local program staff to el
better evaluation data.

3.1.10.2. Facilitators and Barriers

In addition to the policy measures indicated inteac3.1.8.1, local program coordinators provideglit
via surveys and in-depth interviews regarding ofaetors that have helped or hindered the
implementation of their programs. Coordinators waked to identify up to three facilitators andtaip
three barriers they face in implementing their pangs. Additionally, Tobacco program coordinators
were asked to indicate the level of support they tteceive from multiple community segments, ared th
extent to which a lack of support affects programlementation.

Local Health Officers and Tobacco program coordirsatvere also asked to provide information about
program facilitators and barriers during the in{tiepterviews. Their responses to questions reggrdi
facilitators and barriers to program implementatioa detailed in this section.

General Facilitators. Survey respondents were asked to list the to tar@litators to implementing
their programs. Program coordinators were alsodakerovide input about program facilitators and
barriers during in-depth interviews. All surveypeadents were able to provide at least one fattilita

Contract Number: DHMH/OCPMP-06-9044 Tobacco ProgFindings 103



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

and most were able to provide two or three. As shiowl able 3-46, the most common facilitator
mentioned was the support that programs receive fhe@ community. The relationships that the
programs have made with organizations and leaddlseir communities were also discussed as a
facilitator for some respondents during the in-tiépterviews. It was suggested that these relatipss
facilitate access to the population as well asvgilable resources in the communities, assistirtgpi
planning and program implementation. Access tthulation allows programs to better understand
community needs, while access to available resswgnables programs to find ways to meet those needs
from within their communities.

Support from the local coalitions and local heakpartments were also seen as important facilgdicor
many of the respondents. During in-depth intervielebacco coordinators indicated that their local
health departments see tobacco control as an iemadsisue and give them the freedom to plan and
implement their programs as needed. The capabikinel knowledge of subvendors and Tobacco
program staff, as well as the availability of fumgliwere noted as facilitators by some respond8aisie
coordinators indicated that the fact that they é&ddting programs prior to the implementation ofRER
gave them a head start in planning and implememtati their programs, and gave them a good
foundation to build from.

A few respondents indicated that the support tieegive from the local schools, the State, their MOT
program, and local law enforcement, as well astipport they receive through partnering with other
jurisdictions, and local program organization an@ortant facilitators for implementation of local
Tobacco programs. Other facilitators mentionedudelsupport from faith-based organizations and
physicians, availability of general resources, modeased program marketing.

Table 3-46. Facilitators for Implementing Local Tokacco Programs

Second Third
Most Most Most Total
Facilitator Important | Important | Important | Mentions
Community Support 5 2 4 11
Coalition Support 1 4 3 8
Local Health Department Support 4 2 1 7
Capability and knowledge of subvendors 3 1 2 6
Capability and knowledge of staff 3 3 0 6
Funding 3 1 2 6
Schools Support/relationships 1 2 1 4
State DHMH Support 1 1 0 2
MOTA support 0 2 0 2
Law enforcement support 0 0 2 2
Partnerships with other jurisdictions 0 2 0 2
Local program organization 1 1 0 2
Faith-based organizations support 1 0 0 1
Physician Support 0 0 1 1
Availability of resources 0 0 1 1
Increased program marketing 0 0 1 1
Total 23 21 18 62

According to the local health officers, the two mimsportant facilitators for the local Tobacco prags
are the funding they receive from the State andhigeactive and interested coalitions to plan and
implement their programs. Some local health offia@so mentioned that having staff that are capable
and knowledgeable is an important facilitator. &vfecal health officers indicated that they haversy
relationships with their local schools, which hellpsm to get tobacco and smoking education
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disseminated throughout their communities. Simjilar¢lationships with the local communities were
mentioned facilitators by a few respondents, witicgited that this support not only allows the paogs
to enter into the communities and implement theagpams, but also allows the programs to better
understand the needs of the populations withirr d@hmunities. A few local programs also benebinir
having had existing local Tobacco programs pricERFP, which provided a strong framework for
building their current programs.

Tobacco coalition members that responded to thditidoaViembers Surveys also indicated the top three
program facilitators from their perspective. Oveedhird of all Tobacco coalition members surveyed
provided at least one facilitator to Tobacco Prognaplementation. The most common facilitator
mentioned was the support received from the logalition. This may include strong coalition leadeps
collaboration among members, subcommittee actigity, a good membership mix (for example,
participation by minorities and professionals). ganp from the local health department, particulding
staff, was the second most commonly mentioneditiatcit to program implementation. Community
collaboration, availability of funding, and outréaefforts were mentioned as other important faatibits.

A few respondents mentioned legislative and lavoe@ment support, such as smoking bans or activity
of enforcement officials, as positively affectifgetCRF Tobacco Program, as well as the interes$ieof
general public in this health issue, support frogal public schools, and vendor support.

DHMH Support Facilitators. Coordinators were asked specifically about thesygf support that they
receive from DHMH that help them to implement thmiograms. A majority of respondents indicated
that they find the regional meetings to be helpfile opportunities to network with other programd a
hear about what they are doing are helpful in glagnand implementation. Many coordinators indicated
that they would like to have more opportunitiegnteract with other programs. Some Tobacco program
coordinators indicated that DHMH staff answers tjoas when they are asked. Some coordinators
indicated that they would like to receive more ¢angive feedback from DHMH staff to help them to
correct problems that are pointed out. Some coatdis also indicated that the program guidelinas th
have been provided and the trainings they havevetérom DHMH have been good, but they would
like to have more training available that targetitispecific needs. They acknowledge that stafftsiges
and staff turnover at the State level may makéficdlt for more support to be provided.

State CRFP Tobacco staff perspectiveéState CRFP Tobacco staff were asked to descriypéaators

they thought were helpful to the implementationihaf Tobacco Program. Half of the respondents thiough
the assistance they provided to local programshegsful in the program implementation process,
including previous trainings with local staff il abunties and enhanced technical assistance and
trainings with staff in smaller counties. Half bktTobacco program respondents also thought teat th
Legal Resource Center would be helpful for ensunioge implementation consistency among local
programs in the future through training on suragiie, data collection, and best practices. Otlutorfa
identified by Tobacco staff as helpful during implentation included: the fact that the program is
heavily community focused; a strong backing from déldlvocacy community; and, efforts by MOTA in
gaining acceptance of the program by underservednity populations.

General Barriers. Survey respondents were asked to list three Ibauidgprogram implementation,
excluding budget, staffing, and community suppwttich were probed separately. Most respondents
were able to provide one or two barriers to Tobgmogram implementation, and some were able to
provide three barriers. Table 3-47 shows that thetroommonly stated barrier to Tobacco program
implementation was the timeliness and requiremeitise procurement process. Competing priorities
among the public and lack of support from State DHH&faff and local schools were listed as barriers
from some respondents. Other barriers listed irduéck of political support, issues with subversdor
and MOTA grantees, restrictiveness of the CRFPtgeauirements, lack of local coalition support,
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language and cultural barriers, and lack of progupaates from the State. Several other barriers wer
listed by single respondents.

Table 3-47. Barriers to Implementing Local Tobaccd’rograms

Second Third
Most Most Most Total
Barrier Important | Important | Important | Mentions
Procurement process 5 3 1 9
Competing priorities among the public 2 1 1 4
Lack of support from State staff 1 2 1 4
Lack of school support 0 2 2 4
Lack of political support 1 0 2 3
Issues with subvendors 2 0 1 3
Issues with MOTA 1 1 0 2
Restrictiveness of CRFP grant requirements 2 0 0 2
Lack of coalition support 1 0 1 2
Language/cultural barriers 0 2 0 2
Lack of State-level program updates to reflect new data 0 1 1 2
Lack of comprehensive clean indoor air act 1 0 0 1
Lack of data system for submitting local information 1 0 0 1
Lack of time 1 0 0 1
Lack of support from faith-based organizations 0 1 0 1
Excessive reporting requirements 0 1 0 1
Smokers are hard to reach 0 1 0 1
Lack of client follow-through 0 0 1 1
Lack support from enforcement 0 0 1 1
Total 18 15 12 45

Tobacco program coordinators were asked duringptidinterviews what barriers they have faced in
planning and implementing their programs. Two festeere stated most often: funding issues and the
mini-grant processes. Specifically, programs haffeedlty with the fluctuations in funding, whichreate
difficulty in maintaining staff and subvendors, atelays in funding which make implementation
challenging. Coordinators suggested that it iddiff to be proactive when the funding — both imie of
timing and amount — is so variable. Additionallye tmini-grant process was described as lengthy,
cumbersome, and confusing. It was mentioned ttealeity between when mini-grants are submitted and
when they are approved makes it difficult to keefivities ongoing.

Local health officers also most commonly identiffadding fluctuations as barriers to their local
Tobacco programs. Specifically, they indicated thattuations in funding make it difficult for theto
maintain full time staff for their programs, andnhaintain interest among subvendors. Some locdithea
officers indicated that the lack in flexibility févow funds can be spent by local programs makes it
difficult for local programs to fund interventioasd activities that they think will be effectivaytlihat
don't fall neatly into the funding categories.

Some coordinators indicated that they have diffjcdetermining how best to implement their programs
and they would like to be able to get more guidaara support from DHMH staff and from other
programs to assist with these difficulties. Sintjlasome local health officers suggested that la ¢dic
communication with DHMH and of programmatic advicem DHMH is a hindrance for local programs.
It was mentioned that suggestions from DHMH tende@dministrative, rather than programmatic in
nature, and that if there were content expertdaeito guide the programs, it would be helpful.
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Some coordinators find that the performance meashed they are required to report on do not measur
their program activities appropriately, and theywddike to find better reporting measures that wil

allow them to better depict their programs. Sonegmams have difficulty getting the required partnen
board to implement their programs, indicating gwdtools and law enforcement are sometimes reluctant
to join the program or are unwilling to implemehétactivities that the Tobacco program needs.

Local Tobacco coalition members were invited tothe top three program barriers from their
perspectives on the Coalition Members Survey. Thstrmommonly stated barrier was funding.
Inadequate funds and delays in the receipt of umdiere most frequently specified as barriers. dRigi

in how funds may be used and perceived inequalitize distribution of funds were other commonly
mentioned funding-related barriers. Barriers inramtion with outreach efforts were the second most
frequently mentioned and lack of support from tbhexmunity or lack of collaboration among community
organizations was third. Other common barriers maat were lack of leadership and communication
from local health departments, and in some casas BDHMH, coalition-related challenges (for example,
dissatisfaction with the membership mix), and gehdisinterest or denial among community members.

Government Bureaucracy Barriers.When asked, most of the Tobacco program coordisiatdicated
that local government bureaucracy is not an issuthEm. However, some coordinators suggested that
the cultures of their communities make it diffictdtpush for policy changes and implementatiom@irt
jurisdictions. A few coordinators indicated thag¢ tayers of authority created by the involvemertheir
local government sometimes slow the grant procésswhey administer their grants to local
organizations.

Grant Requirement Barriers. Coordinators were asked whether they face anyebamelated to the
requirements of their grants. For a few coordirgttite grant requirements do not pose an obsteate.
those that do find barriers with the grant requieats, most mentioned had to do with difficultieshwi

the funding of organizations within their jurisdasts. Specifically, coordinators indicated thatfimg
organizations with the capacity and expertiseltgpfogram needs can be difficult. Additionallyethsee
the process for the subgrants as time consumirganigngthy period between when the applicatioas ar
filed and when they are funded, resulting in lés®tto implement the program activities.

Some coordinators find the State grant processtalbe time consuming and redundant. They indicated
that the repetitive nature of the information regmients for the State grant lengthen the amoutitnef

that it takes to file the applications. As with téni-grants approval process, some coordinatalisated
that it takes a long time for the State grantsd@pproved and funded, leading to the need fotsshif
timelines for implementation.

Staffing issuesAccording to the Tobacco coordinator survey respots] the majority of local
Tobacco programs currently has some staff vacaf@ie9%) and has had some vacancies during the
past 12 months (60.9%). Many tobacco program coatdis (68.2%) expressed concern regarding their
ability to offer competitive salaries (M = 3.50)ytbmost (54.5%) did not indicate concern aboutitadsl
to offer competitive fringe benefits packages toaat and maintain staff (M = 3.00). While lessrtlmne-
third (31.8%) of Tobacco program coordinators iathd that they have difficulty hiring qualified 8ta
greater than two-thirds (68.2%) indicated thatehera limited pool of qualified candidates fromigéh
they can draw new staff (M = 3.73) and there wamgaificant positive relationship between these tw
factors, r(22) = .778, p < .01. (See Table A-13ppendix A). Local programs may benefit from State
Tobacco Program staff reviewing and providing inpuithiring practices to help ensure more stabitity
staffing at the local level.

State CRFP Tobacco staff perspectivestate CRFP Tobacco staff were asked to describéaatyrs
they thought hindered the implementation of thealbalo Program. The most common program-level
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barrier mentioned was the lack of skills, staffg aime among local program staff to collect better
evaluation data. Other program-level barriers nozetil by Tobacco staff included: a lack of
comprehensive local training on surveillance issaesipetition between state contractors and local
program staff; internal local-level stylistic difimces; and, the impact that a lack of permanafftast
DHMH has had on local programs. In addition, Toloestaff stated that the advocacy community is
frustrated by the fact that they cannot receiveegoment funding directly. Finally, State Tobacaaffst
noted that smaller jurisdictions face greater @mgkes than larger jurisdictions because they hawerf
resources and more staff turnover related to Igokesatisfaction.

3.1.10.3. Community Sector Support

Respondents were asked to rate the level of suffpam very strong to very weak) that they receive
from several community sectors. It appears thatnsomty support for local tobacco control effortade

to be fairly strong from most sectors and for mossdictions. Support from health care providéosal
health departments, non-profit organizations, ahdta was seen as moderate to very strong by all
(100%) of respondents. A small proportion of regfmns indicated weak or very weak support from
youth (4.3%), community-based organizations (4.3%)h-based organizations (8.6%) substance abuse
agencies (9.0%), and community leaders (9.1%). lohckipport was indicated from a larger proportion
of respondents from school officials (26.1%), loceddia (21.7%), local businesses (18.2%), elected
officials (18.2%), and grassroots organizations4%/). Moreover, all respondents (100%) who indidate
a lack of support from school officials, electefials, community-based organizations, and youth
indicated that this lack of support affects progiemplementation. Weak support from other sectors wa
seen as affecting program implementation by a @mptoportion of respondents: local media (60.0%);
substance abuse agencies, community leadersbiasid organizations, and local businesses (50.0%);
colleges or universities and grassroots organiaat{@5.0%).

3.1.11. What Changes, if any, Should be Made in the  Tobacco Program?
3.1.11.1. Overview

Most of the changes that local Tobacco programdinators and local health officers suggested were
administrative in nature. The most often suggeskethge was to loosen the State grant funding
requirements so that programs have more flexiliditiailor their programs to the needs of their
communities. Other changes included improving aedeasing communication between local programs
and the State and among local programs, reducpaytiag requirements, and increasing training
opportunities.

3.1.11.2. Local Program Coordinator Suggestions

The changes that were recommended by Tobacco pnagrardinators during the in-depth interviews
were primarily administrative changes that woultplieem to better plan and implement their programs
The change suggested by the most local Tobaccagmogoordinators was to loosen the Tobacco grant
funding requirements, and allow programs the ldé&tto determine how to allocate their funds amdueg t
funding elements. Tobacco program coordinatorsatdi that this change would enable them to be
more responsive to the needs of their communitied,to customize their programs according to
available data, coalition suggestions, and commurgeds. It should be noted that Tobacco grantifignd
requirements for allocating funds to the prograements come from task force recommendations that
are based on CDC Best Practices recommendations.

Another suggestion that was made by many Tobaamgrgm coordinators was to improve
communication between DHMH staff and local prograaml to implement ways to allow better
communication among local programs. For exampletdinators would like to regularly hear about what
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DHMH Tobacco staff learns about new developmenthénield of tobacco prevention and cessation via
telephone conference calls or email. Coordinatmiated that they would like to know where fundisig
going in their communities and how it is being yseslin the case of the MOTA programs. They would
like to have a mechanism by which they can displesning and implementation issues with other local
Tobacco program coordinators, such as a list-saram Internet web page. Through this type of
mechanism, they can assist one another in findiagurces or problem solving.

Local data and program activities measurement aexas for improvement for some local coordinators.
There is concern among some local Tobacco progoamimators that the current program performance
measures do not allow them to accurately depiat finegram activities. Furthermore, there is some
confusion about why the current performance measuege chosen, and what relationship they have to
the CDC'’s best practices recommendations. Additipniere was some indication that programs would
like to have new outcomes data collected and aMaif@r review at least biennially. Program
coordinators indicated that the current lag in @aailability makes it difficult for them to deteime the
effectiveness of their programs, and to make apjatgpchanges in their planning and implementation.

While program coordinators consistently indicateeirt satisfaction with the regional meetings, and
expressed their satisfaction with the informatioat tthey obtain at those meetings, some coordmator
suggested that provision of more programmatic itngiand technical assistance would improve program
functioning. Specifically, coordinators mentionée heed for training or technical assistance irateas

of policy promotion, youth outreach, statewide tdmacontrol, and program capacity building.

A few local tobacco program coordinators indicateat a better funding mechanism that is timelier
would be a good change for their programs. Fundelgys make it difficult for programs to fully
implement their planned activities, because theyce the amount of time within which subvendors and
staff have to accomplish their goals. Similarlydueing funding fluctuations would benefit the local
programs by enabling them to plan early and appraacappropriate number of subvendors for
assistance in the planning and implementation goce

3.1.11.3. Local Health Officer Suggestions

Some local health officers would like to see fedata reporting requirements for the Tobacco Program
They indicated that the current reporting requinsts@re cumbersome and time consuming, and that the
have not been consistent over time. Other recomatams for changes to the Tobacco program included
more frequent outcomes data collection and motenieal assistance from DHMH around programmatic
issues.

Finally, a few local health officers indicated tliatorporating a statewide media element to suppert
program would lend credibility to the local progmmdditionally, it was suggested that more visipil
for the quitline from the State level, and the dasimated awareness that some rural communities can
only be reached through advertising spots on lmtavision channels would be helpful to increase afs
this resource among rural communities.

3.2: To What Extent was Minority Outreach and Participation Achieved?

3.2.1. To what Extent were Racial and Ethnic Minori  ties Served Through the Local
Tobacco Programs?

3.2.1.1. Overview

Local Tobacco programs are conducting activitiespecifically target minorities in their jurisdionhs.
Cessation programs in the jurisdictions are sergjpygyropriate proportions of minority individualsca
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the proportion of minority individuals participagjifin cessation groups has increased over time.tAdul
minority current smokers in Maryland report greatéentions to quit smoking within the next 12
months, are more likely to have seriously triedtid smoking within the past 12 months, and are les
likely to report having no intention to quit smogithan the general Maryland population. Minorityiksl
are significantly less likely to have ever triedakimg than Maryland adults in general, and the gm=trc
indicating that they have tried smoking, are curtebacco users, or are current smokers has dedeas
over time.

3.2.1.2. Local Program Activities

To determine whether local programs are servingiraad ethnic minorities through their programestad
submitted by the programs indicating activities thaget minority populations were examined. These
data indicate that local Tobacco programs are saineg in serving racial and ethnic minorities thrgbu
funding minority-based organizations and churchesd, by conducting minority outreach activities. The
following accomplishments in serving racial andnéthminorities in the State have been made by the
Tobacco Program:

* 411 minority-based organizations have been funded

* 283 minority-based churches have been funded

« 1,720 minority outreach campaigns have been coaduct

» 300 minority outreach campaigns have been condiicteollaboration with the MOTA Program.

The data show that, as would be expected fromapelption mix in the State, the most highly tardete
minority group is African Americans (Table 3-48hére is little variability between jurisdictionstivi
respect to this finding, and there is no discemalalttern of providing outreach to minority comnties
within or between jurisdictions. That is, jurisddsis appear to be doing a bit of everything oveeti

Funding of African-American organizations and clines, Native American organizations, and Asian
churches peaked in FY2004 and declined subsequénithding of all other organizations and churches
has leveled beginning in FY2004, along with theraitdunding provided to the local health component
of the program. The reported frequency of minooityreach campaigns targeting all minority populaio
jumped substantially from FY2003 to FY2004, asrdigdorted outreach collaborations with the MOTA
Program. While the frequency of minority outreae@mpaigns targeting African American and Native
American populations continued to increase in FY&2@Be frequency of Hispanic/Latino targeted
outreach campaigns declined during that time pedsdlid outreach collaborations with the MOTA
Program. With the exception of minority outreacmpaigns targeting Hispanic/Latino populations, the
frequency of minority outreach campaigns decreas& 2006, as did collaborations with MOTA. See
Tables B-38 through B-40 for jurisdiction-level dikt

Table 3-48. Local Tobacco Program Activities Targéhg Racial and Ethnic Minority Populations
by Type of Activity and Fiscal Year

Type of Activity FY2002 FY2003 FY2004 FY2005 FY2006
Funding of minority-based organizations
African American 18 51 75 58 39
Hispanic/Latino 3 6 30 28 20
Asian 7 12 22 21 6
Native American 0 1 7 4 3
Funding of minority-based churches
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Type of Activity FY2002 FY2003 FY2004 FY2005 FY2006
African American 15 28 94 85 34
Hispanic/Latino 0 2 4 6 5
Asian 0 0 3 1 2
Native American 0 0 2 2 0
Minority outreach campaigns
African American 6 54 398 441 350
Hispanic/Latino 0 17 83 59 61
Asian 0 8 86 86 26
Native American 0 1 9 24 11
Outreach collaborations with MOTA program 0 22 131 82 65

Source: DHMH Tobacco Program Activities Database

The limitation of these data is that they do netdly reveal the reach of the local efforts. Fugdhree
African-American organizations in Allegany Countyhere African-Americans comprise only 5.3% of
the population, may reach a larger proportion afo&h-American individuals than funding three
community-based organizations in Baltimore Coumyich is 23.2% African-American. Furthermore,
these data do not reveal the intensity of minarityreach campaigns. One outreach campaign in
Frederick County might reach more individuals th&rsmaller outreach efforts in Calvert County.
Although local programs provide narratives thaeadvtheir program activities, they do not link each
activity to its reach, and where there is a linkgach, it often is not broken down by audiencetyihis
was also found in review of the subvendor repderefore, determining effectiveness of minority
outreach activities via reviewing currently avaiaprogram activities information is not feasible.

3.2.1.3. Reaching Maryland’s Minority Populations

Surveillance and Evaluation.Through the survey sampling design used for fig/dive MATS and

MYTS, Maryland ensured that a sufficient numberamfe and ethnic minorities would be included in the

outcomes data collection. The race and ethnic dieak of the MATS and MYTS survey respondents
for each survey year are presented in Table 3-49.

Table 3-49. Race and Ethnic Breakdown of MATS and MTS Respondent Sample

Adults Youth
Population 2000 2002 2006 2000 2002 2006
White Non-Hispanic 12,676 11,995 16,884 27,195 31,423 39,162
Black Non-Hispanic 2,692 2,485 3,145 28,139 33,104 40,796
Hispanic 374 392 684 37,310 40,734 48,972
Asian Non-Hispanic 249 225 289 * * *
Native American Non-Hispanic 262 275 194 * * *
Other Non-Hispanic 135 88 229 11,726 15,163 19,355
Subtotal Known Race-Ethnicity 16,388 15,460 21,425 2,665 3,831 5,859
Missing Race-Ethnicity 208 177 374 3,574 4,747 5,642
Total Including Missing 16,596 15,637 21,799 55,600 64,888 80,089

* = for youth, Other Non-Hispanic includes Asian, Native American, Pacific Islander, and Other Non-Hispanic
Notes: for adults, Other Non-Hispanic includes Pacific Islander and Other Non-Hispanic
Missing Race-Ethnicity includes refused to provide race-ethnicity and incomplete coding on the input race-ethnicity variables

Cessation.An important aspect of the CRFP Tobacco Prograsrblean to increase cessation among

adults who are current smokers. There has beeogagm emphasis on providing cessation services and

outreach to minority individuals. The local Tobagrograms are including minority individuals and
pregnant women in their cessation activities, dwadaroportion of minority individuals that partieiggd
in group cessation classes increased over timdgBab0). See Tables B-41 and B-42 for jurisdiction

level detail.
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Table 3-50. Proportion of Group Cessation Class P#cipants who are Minorities and Pregnant
Women by Fiscal Year

Participant Type FY2003 FY2004 FY2005 FY2006
African American 14.4% 21.5% 25.7% 31.0%
Native American 0.9% 1.9% 1.5% 2.1%
Hispanic/Latino 2.3% 3.9% 3.8% 4.4%
Asian 1.2% 2.8% 2.9% 1.8%
Pregnant women 2.4% 2.2% 7.6% 11.6%

Source: DHMH Tobacco Program Activities Database

The targeted outreach to minority individuals mayiricreasing cessation among the targeted grougps. A
shown in Table 3-51, the percent of minority indivéls that indicated they intend to quit smokinthimi

30 days, 3 months, or 6 months of taking the MAUTI&ay was greater than the percent indicating tnten
to quit during these time periods overall, althotiyd difference was not significant. Similarly, the
percent of current smokers who are minorities thatle a serious attempt to quit smoking in the et
was greater than the overall percent. The perdemirwrities indicating that they are not planntogquit
smoking was lower than the percent of individuaticating a lack of intent to quit overall.

Table 3-51. Percent of Individuals Indicating Inter to Quit Smoking

Quit for 1+
Day in Past 12 Not Planning

Population 30 Days 3 Months 6 Months 12 Months Months to Quit
Overall 18.8 14.5 11.3 14.5 31.6 18.7

(16.3-21.2) (12.3-16.6) (9.4-13.3) (12.3-16.6) (28.8-34.3) (16.2-21.1)
Minority 24.3 17.8 13.5 11.6 355 12.9

(19.4-29.3) (13.6-22.1) (9.7-17.2) (8.2-15.0) (30.2-40.3) (9.2-16.7)
Source: 2006 Maryland ATS
Notes: Due to a change in the intent to quit measures, no comparisons can be made over time

Prevention. Minority individuals between the ages of 18 and@8emographic that is highly reachable
with prevention messages have been consistentiyfisantly less likely to ever have tried a cigaeet
than the general population. However, the proporibboth groups that ever tried cigarettes has
increased slightly from 2000 to 2006. The currégaette use prevalence among minorities is sirdar
that of the general population, with a similar pattof results over time — that is, there was aii@ant
decrease in current cigarette use from 2000 to 20@8hg minorities, as well as in general. Current
tobacco use trends have been similar among miesiind the general population, both declining over
time. Minorities reported significantly lower cunteobacco prevalence in 2006 than in 2002 or 2000
(Table 3-52).

Table 3-52. Cigarette and Tobacco Prevalence amotige General Population and Minorities by
Year

Prevalence Measure and

Population

2000

2002

2006

Ever Tried Cigarettes

Overall (18-29 year old)

63.3 (59.3-67.3)

65.9 (61.5-70.4)

64.7 (60.1-69.4)

Minority (18-29 year old)

51.2 (46.4-55.9)

55.5 (50.1-60.8)

54.8 (49.9-59.7)

Current Cigarette Use

Overall 17.5 (16.6-18.4) 15.4 (14.5-16.3) 14.8 (14.0-15.6)

Minority 18.5 (16.8-20.2) 16.6 (14.8-18.4) 14.9 (13.4-16.4)
Current Tobacco Use

Overall 21.8 (20.9-22.7) 19.8 (18.8-20.8) 18.5 (17.7-19.4)

Minority 20.6 (18.8-22.4) 19.1 (17.2-21.0) 17.3 (15.7-18.8)

Source: Maryland ATS
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3.2.2. What Factors Contributed, or Hindered, Minor ity Outreach and Participation in the
CRFP Tobacco Program?

3.2.2.1. Overview

The main facilitator for community outreach for thebacco Program is having coalition members that
can provide links to the community. As such, MOT#d¢e in helping to recruit minority individuals tmn
the coalitions is an important one for the Tobaeoagram. Most local Tobacco coordinators are $atisf
with the efforts of MOTA in supporting this actiyjtbut some indicated that they have some diffiesit
communicating with and understanding the role efrttMOTA vendors.

3.2.2.2. Outreach Facilitators

As mentioned in Section 3.1.5 of this report, tlytothe coordinator survey, Tobacco program
coordinators indicated that they are satisfied withority participation on their local coalitionisyt they
appear to have needs beyond those served by theA\p@Dram with respect to outreaching to minority
populations in their jurisdictions. It appears tluaial Tobacco programs are satisfied with the miiyo
funded initiatives and minority focused programshair jurisdictions.

Local Tobacco program coordinators discussed fatwlis and barriers to minority outreach and
participation during the in-depth interviews. Acdimig to the local Tobacco coordinators, the local
Tobacco coalitions are the main link to the comriesifor the local programs. Therefore, the divgrsi

of the coalitions will have an effect on the extenwhich the programs are able to target the nitynor
populations in their communities. Programs activelyruit minority populations by partnering witreth
MOTA programs, using personal and professional eotions in their communities and working with the
faith-based communities, and using minority adegitthat are being put on by others to access itynor
populations. State Tobacco program staff indic#tetdwhile Local Health Officers and MOTA initially
had difficulties working together to ensure mingriépresentation on coalitions, that has since awvgxl,
and the MOTA program has grown in sophistication.

3.2.2.3. Outreach Barriers

Although many of the local Tobacco program coorttiraindicated that MOTA assists them in
recruiting minorities onto their coalitions, somelicated that they do not have a good sense of tivaat
local MOTA program does, or is expected to do girtbkommunity. Because of their lack of
understanding of the MOTA program, they do not kdmw to best work with their MOTA vendors to
increase minority outreach in their communitiefed programs indicated that MOTA does not view the
local program as a partner, which hinders relahgmbuilding and coordinator between the local
program and the MOTA grantee. State level Tobacogram staff indicated that they are aware that
county-level satisfaction with MOTA has been mixetth some counties having positive relationships
with their MOTA contractors and some being unsesgsf

3.2.3. What Changes, if any, Should be made Regardi ng Minority Outreach and
Participation in the CRFP Tobacco Program?

3.2.3.1. Overview

Local programs are doing a good job of reachingonities in their jurisdictions. However, programs
would benefit from having a better understandin¢hefpurpose and expectations of their local MOTA
programs. In jurisdictions where minority populasccomprise a small proportion of heir communities,
is especially difficult to provide outreach. Stieel Tobacco Program suggested that having local
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programs develop disparities plans may help thefodies their programs to more appropriately target
the populations most in need within their juriseios.

3.2.3.2. Local Tobacco Program Coordinators Suggmss

Based on the survey responses from the Tobaccdioatwrs, there could be better coordination or
communication between the local MOTA programs dnedlécal Tobacco programs, as the Tobacco
program coordinators indicated neutral feelingsaaixthe community outreach and coalition work that
MOTA provides for them. It is unclear what, exactlye local programs are expecting from the MOTA
programs that the MOTA programs are not providingibis important to ensure that the local program
expectations of the MOTA grantees are in line higa State level expectations. From the perspeofive
MOTA grantees, local program outreach efforts atesfactory, minority issues are generally included
coalition agendas, and active participation is enaged at coalition meetings.

Tobacco program coordinators that have a good stateting and relationship with their MOTA
programs indicated that MOTA is an important paitheir outreach to minority communities. However,
the main thing that both Tobacco coordinators aedllhealth officers indicated would be helpful for
them in improving minority outreach and participatifor their programs is better communication with
and understanding of the MOTA program. Because smogdinators are unsure of what the function of
MOTA should be in their communities, they are alssure of how best to work with them and
coordinate with them to increase minority outreddbny coordinators indicated that they do not see a
need for changes in the minority outreach and @pétion for their local Tobacco programs. Some
indicated that they received training on outreachAftican American and Hispanic/Latino populations
during regional meetings held by DHMH, which wesgwhelpful to them. A few indicated that because
the minority populations comprise such a small @etage of their communities, it is difficult to gt
some minorities. This concern appears to be pdatigurue with respect to Hispanic/Latino and Nati
American populations within some communities.

3.2.3.3. DHMH Tobacco Program Staff Suggestions

From the State program staff perspective, therseveral recommendations for improving minority
outreach and participation in the Tobacco progiamas suggested that the State can refocus time gra
requirements around the four areas of the CDC logidel, and emphasize targeting according to the
CDC recommendations. It was suggested that if thee Provided local programs with guidance and
skills through training and best practices, andegbently allowing the locals to have more coraxker
their programs, the local programs would have seb&amework with which to focus their targeting
efforts.

State CRFP Tobacco staff also suggested that itdhmuihelpful to have local programs develop
disparities plans that reflect the community nesuts local capacities to accomplish outreach-related
goals. Gaining this information, as well as usimg newly formed State-level work group as a means f
getting greater input and representation from ¢leals could ensure that the plans for minorityetng
are appropriate for each jurisdiction.

Finally, State level staff suggested that reviewand improving hiring practices at the local lengly
promote better outreach. For example, local progrsimould look to hire or contract expertise from
within their communities. It was suggested thainlgimore diverse staff within health departments in
order to provide minorities with allies and suppostwho can advocate on their behalf — perhaps have
MOTA encourage minorities to apply for health deent positions.

Contract Number: DHMH/OCPMP-06-9044 Tobacco ProgFindings 114



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

3.3 How well did the Local Community Health Coalitions Work?

3.3.1. To what Extent did the Local Health Coalitio
Jurisdiction?

ns Reflect the Diversity of Each

3.3.1.1. Overview

Most of the coalition lists for local Tobacco pragrs included information about the race and ettynici
of each coalition member. To examine the extemttizh the coalitions represented the diversityheirt
jurisdictions, racial diversity of the coalition agproportion of coalition members was compareith¢o
racial diversity of each program’s jurisdiction.

The most highly represented races/ethnicities anatgcco coalitions members were White and
African American. This did not change from FY2002RY2006. Overall, the representation of African
Americans on Tobacco coalitions is similar to thepresentation in the State. Coalition represiemtaif
Hispanic or Latinos was lower than that in the &tatFY2002, but subsequently has been at or atheve
State representative proportion. Representatidgksiains on Tobacco coalitions reached a proportion
similar to the State’s in FY2006. Native Americapresentation has been consistently higher than the
State proportion in the population.

3.3.1.2. Coalition Representation

The most recent U.S. Census Bureau data thataffemplete breakdown of racial/ethnic backgrounds
in each of Maryland’s 24 jurisdictions is from 200Mese data were used in this section. Includél wi
the proposal documents for each grant cycle, neasi [Tobacco programs included a coalition list tha
indicated each member’s race and ethnicity. THimation was used to ascertain the racial diveist
each tobacco coalition over time.

Across Maryland, tobacco coalition memberships shtiwic and racial diversity of memberships that
are consistent with the proportion of each raaia ethnic group in the State population (Table B-53
There is some variation between jurisdictions. rwest highly represented races/ethnicities among
coalition members are White and African-AmericahisThas not changed throughout the years of
observation. In most jurisdictions, there were praopnally more African-American members than that
jurisdiction’s African-American population. Tobaccoalitions in Allegany, Carroll, and Talbot Cowa#i
saw an increase in the proportion of African-Amanienembers from 2002 to 2006. The proportion of
African-American members in most other countiesreasained relatively stable from 2002 to 2006.

In 2006, 16 coalitions had Hispanic/Latino membhrshese jurisdictions, the proportion of
Hispanic/Latino members in tobacco coalitions wasctally higher than the percentage of
Hispanic/Latino members of the jurisdiction’s pagitdn. In general, except for few fluctuations, the
representation of the Hispanic/Latino populatioroagcoalition membership has been stable throughout
the years. In FY2006, 11 coalitions had Asian Agarimembers and four coalitions had Native
American members. Participation of either groupatschanged substantially since 2002 (see Tables B
43 through B-47 in Appendix B).

Table 3-53. Race/Ethnic Makeup of Tobacco Coalitiaby Race/Ethnicity, Fiscal Year, and Census

Race/Ethnicity FY2002 FY2003 FY2004 FY2005 FY2006 Census
African American 34.0% 31.3% 32.4% 36.2% 30.8% 27.9%
Hispanic/Latino 2.5% 5.6% 4.3% 4.2% 4.8% 4.3%
Asian 1.9% 2.7% 3.6% 3.2% 4.2% 4.0%
Native American 0.4% 0.5% 0.9% 0.6% 0.6% 0.3%
Total number of coalition 1,242 1,229 1,025 1,310 831
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Race/Ethnicity FY2002 FY2003 FY2004 FY2005 FY2006 Census
members
Number of coalition members
indicating race 1,197 1,168 959 1,233 775

Some coalition lists did not indicate the raciadkdown of coalition members. Note that the catouia
used in this section include only members for whiaoe/ethnicity was indicated. Therefore, the total
number of coalition members on any particular ¢cmalimay be greater than the number of coalition

members included in this section.

To examine efforts to maintain racially and ethtycdiverse representation on tobacco coalitiorad ih
proportionate at both the jurisdiction and the &tavel, the in-depth interviews included a sectan
minority outreach and participatioAccording to the Tobacco program coordinators, alnad local
Tobacco programs attempt to actively recruit mitiesito join their coalitions. The most common
activities indicated by Tobacco coordinators tauganinority coalition members were working with
MOTA, using personal or professional connectiongiéke contacts in minority communities, using the
assistance of faith-based organizations, and uhmgy program minority outreach activities as awen
for soliciting minority coalition membership. A fegoordinators indicated that they routinely askrthe
current coalition members to invite people fromtlsemmunities and from their organizations to join
the coalitions. Other ways in which coordinatodidgated that they are attempting to recruit miryorit
coalition members included creating pamphlets adbats to raise awareness about the coalitions,
offering trainings or technical assistance sessiomsinority organizations, and requiring individisia
who receive grant funding through the program terat the coalition meetings.

3.3.2. What was the Extent of the Active Participat  ion by Community Organizations on
the Local Tobacco Coalitions?

3.3.2.1 Overview

Most of the local Tobacco coalitions meet at Iéast times per year, providing sufficient opportyrfor
coalition members to be active. Most of the caatitmembers that responded to the Coalition Members
Survey indicated that they attended at least oaétiom meeting in the 12 months prior to the syrve

The coalitions are comprised of individuals fromltiple community sectors. According to the local
Tobacco program coordinators, the main reasonst@ition members joined the coalitions was beeaus
they were interested in receiving funding or thatythave a vested interest in tobacco control and
prevention.

3.3.2.2. Local Meeting Frequency and Publicity

A review of a sample of the available meeting nated sign-in sheets from tobacco and cancer coaliti
meetings revealed that active participation of itloal members varies from county to county. Because
coalitions do not all follow a prescribed templfderecording and presenting their meeting notek an
because coalitions are not required to submit mgetdtes for each coalition meeting, a systematic
review of the meeting notes is difficult. From thvgef review, it is clear that the meetings invoaative
participation from many of the attendees and tiatugsion about planning and implementing goal-
related activities are common themes in the megting

Results from the surveys conducted with Tobacctitmmacoordinators indicated that all of the local
Tobacco programs hold both coalition and subcoremitbeetings. Almost all of the coalitions (87.0%)
meet at least four times per year, with the renaimgeeting three (8.7%) or two (4.3%) times peryea
Similarly, most subcommittees (78.3%) meet at l&ast times per year, with a few meeting three
(4.3%), two (13.0%), or one (4.3%) times per y&éost of the local Tobacco coalition members (90.8%)
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respondents to the members survey indicated thatabalitions meet at least four times per yead, a
approximately half (47.5%) of members belongingutesdictions with four or more meetings per year
indicated that they go to all of the meetings. M8&.3%) of respondents indicated that they weiat to
least one meeting in the past year (see Tablend-8a4 for jurisdiction level detail)

Local Tobacco programs engage in several activitigaiblicize coalition meetings and to remind
coalition members of upcoming meetings (Table 3-B¥jact, only a small proportion of local Tobacco
programs do not publicize their coalition meetimgsome way (13.0%). The most common way in
which local Tobacco programs publicize their coatitmeetings is through reminders at meetings
(82.6%). Word of mouth (69.6%), email or internetssages (65.2%), and mailings (65.3%) are also
common ways in which tobacco coalition meetingspardglicized. Some programs use public postings
(21.7%) and local media (21.7%) to publicize tme@etings and a small proportion of programs putsici
their meetings via telephone calls (4.3%) and duouatreach events (4.3%).

The most common source of reminders to coalitiombers about upcoming meetings is through
reminders at meetings (91.3%), but email (82.6%)raailings (82.6%) are also common modes for
reminders. More than half of local Tobacco prograersd reminders through word of mouth (52.2%) and
by telephone (52.2%). Finally, a small proportidthogcal Tobacco programs use public postings (13.0%
and local media (13.0%) as a way to remind coalititeembers of upcoming meetings. With the
exceptions of word of mouth and telephone remindbespattern of results was similar among coatitio
members’ responses to the question of how theyeanended of upcoming coalition meetings (See Table
A-5 in Appendix A for jurisdiction-level detail).

Table 3-54. Sources of Meeting Publicity and MeetmmReminders for Tobacco Coalition Meetings

Coalition

Coalition Coordinators Members

o . . Publicity Reminders Reminders

Sources for Providing Meeting Information (N = 23) (N = 23) (N = 252)
Email/Internet 65.2% 82.6% 70.6%
Reminded at meetings 82.6% 91.3% 46.0%
Mailing 65.2% 82.6% 44.4%
Public Posting/Bulletin Board 21.7% 13.0% 3.2%
Word of Mouth 69.6% 52.2% 17.9%
Local Media 21.7% 13.0% 2.4%
Telephone 4.3% 52.2% 10.7%
Other 4.3% 0.0% 1.2%
Meetings are not publicized 13.0% — —

Source: Local Cancer Coordinators Survey and Local Coalition Members Survey

Tobacco program coordinators expressed satisfagtitbhnminority participation on their local coabts
(M = 3.83). Only a small percent (8.7%) indicateddisfaction with minority coalition involvement.
However, coordinators expressed neutrality in thafisfaction with the assistance they receive fitoen
MOTA program to provide outreach to minority pogigdas in their jurisdictionsN] = 3.33) and to
maintain and ethnically diverse coalitidd € 2.93). While just over one-half (53.3%) of resgents
indicated that they are satisfied with assistaheg teceive from MOTA in providing outreach, fewer
than half (40.0%) indicated satisfaction with MOBAissistance in maintaining an ethnically and Higcia
diverse coalition, and a slightly larger proporti@.6%) indicated dissatisfaction with this issue.
Overall, Tobacco coordinators expressed satistagtith the CRF funded minority initiative®(= 3.65)
and minority programday = 3.70) in their jurisdictions.
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3.3.2.3. Community Representation on Coalitions

Information regarding participation of coalition meers was required in the grant proposals for both
Tobacco and Cancer Program grants. This informatias reviewed by the evaluation team to determine
whether specific information about coalition memparticipation could be ascertained from this data
source. Although the grantees included this infdionain their grant proposals, the specificity of
participation cannot be assessed through this eobor example, all grantees indicated that coaliti
members are involved in either planning or impletimgnprogram activities, or both, but the extent of
participation cannot be determined. Furthermore cthmmunity sectors represented by the active
participants (i.e., faith-based organization; comityubased organization) cannot be determined tjitou
a review of the grant proposal information. Therefd obacco program coordinators were surveyed
about their coalition make-up and whether specifimmunity sectors are represented and active @n the
local Tobacco coalitions.

By including coalition members from different sastof the community, programs can leverage support
from within the communities by providing accesptpulations and increasing credibility of the
programs within those sectors of the community. Siae of the coalition may give some information
about the amount of support and assistance beovided to the local programs. The total number of
members in local tobacco coalitions declined frovi2602 to FY2006. However, in the earlier years,
programs included both active and inactive membertheir coalition lists and were instructed to oem

all inactive members and to regularly update thetis after FY2003. This may account for the appare
decline in membership. Additionally, much of thelitee can be attributed to the decrease in memlpersh
within Baltimore City’s tobacco coalition (see TalB-48 in Appendix B).

There were differences in coalition membershipesentation from different sectors of the community.
Community sectors represented on the local Tobeaoattions included members from health sectors,
local government, community-based organizatiorith)-faased organizations, law enforcement, media,
and education. To examine whether the coalitioneuplkaffects implementation of the local Tobacco
programs, the quarterly subvendor reports submiiyetthe jurisdictions were examined against the
coalition membership lists. This examination yiela® discernable pattern of subvendor funding based
upon coalition membership (see Tables B-49 thri8Ba%Appendix B).

According to the coordinator surveys, Tobacco tioals are comprised of individuals from several
different community segments. With the exceptiomefia representatives on coalitions, if
representatives are on the coalition, they terlmetactive members. Aside from the segment
representatives listed in Table 3-55, coalition hera representing cancer survivors, citizen adescat
daycare, dentists, and MOTA were mentioned.

The coalition members that responded to the CoalMembers Survey indicated what organizations
they represented. According to their responseyslal of the jurisdictions have coalition repnesgion
from non-profit organizations and local businesstsyvever, the percent of jurisdictions that had
respondents from each of the other categoriespoésentation ranged from zero (media represenjation
to 70.8% (local health department). If it is assdrtieat members who are active on the coalitionsldvou
be likely to respond to a survey about their pgodition, then the levels of activity assumed byaloc
coordinators may be overstated (see Table A-@ufigdiction level detail).
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Table 3-55. Tobacco Coalition Member Representatioand Activity on Coalition

Coordinators
Indicating Jurisdictions with
Represented on Coordinators Representative
Coalition Indicating Active Survey Respondent
Community Segment (N =23) on Coalition (N = 24)
Health care 100.0% 100.0% 66.7%
Local health department 100.0% 100.0% 70.8%
Schools K-12 91.3% 90.5% 59.3%
Faith-based organizations 91.3% 95.2% 66.7%
Hospitals 87.0% 95.0% —
Non-profit organizations 87.0% 95.0% 95.8%
Law enforcement 73.9% 82.4% 41.7%
Youth organizations 69.6% 93.8% 25.0%
Substance abuse agencies 69.6% 87.5% 37.5%
Colleges/universities 69.6% 87.5% 62.5%
Grassroots organizations 60.9% 92.9% 62.5%
Community-based organizations 56.5% 100.0% 62.5%
Local elected officials or government 45.8% 63.6% 33.3%
Physicians 39.1% 88.9% —
Local businesses 30.4% 85.7% 83.3%
Other (specify) 25.0% — 62.5%
Media 13.0% 33.3% 0.0%

During in-depth interviews, Tobacco program cooattims were asked why they think individuals join
their local health Tobacco coalitions. They indschfour main reasons why people join their coaisio

The most common reason that they indicated wagtwtle join because they are receiving, or are
interested in receiving, funding through the CRRirgrant process. An almost equally common response
was that members join because they are personédiyested in tobacco control as former smokers or
cancer survivors. Many individuals join because/thiee community advocates or they work for
organizations with an interest in tobacco contral prevention.

Local CRFP Tobacco coalition members were askedtdimw they were invited to join their coalitions

on the Coalition Members Survey. The most commgpaeses were that members were recruited to join
by their own organizations (32.5%) or by the Idoadlth department (32.5%). Some members (11.6%)
were not recruited to the coalition, but belongras of their job descriptions. MOTA recruited 7.6#d
other coalition members recruited 4.8% of the syrespondents. Other means of joining the local
coalition included being a part of another coatit{6.2%), recruitment by a relative or friend (1)6%nd
other/unspecified (4.0%).

3.3.3. To what Extent did the Local Health Coalitio
Tobacco Control Efforts?

ns participate in the Development of

3.3.3.1. Overview

Local Tobacco coalition members contribute to Igmalgram planning by providing ideas and
suggestions, helping to create the annual plamspeoviding important links to the community foeth
local Tobacco programs.
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3.3.3.2. Local Program Coordinator Perspective

In response to questions regarding the input apditance of coalition members on the local Tobacco
programs, most Tobacco program coordinators inglictitat one of the contributions of the local
coalition members is assistance in program planinghermore, they indicated that the links that
coalition members have to the community allow themrovide information about the specific needs of
their communities and to help to construct the ahplans accordingly. Most Tobacco program
coordinators indicated that their coalitions arivadn three main ways: providing suggestions igless
for the program, helping to create the annual @an, providing links and connections to the comryuni
As members of the communities that their prograenges the coalition members are able to provide
input about the needs of the communities from grontant perspective. A few coordinators indicated
that coalition members provide a way for the praggdo be active advocates that they would not ke ab
to be as a government entity. A few also suggesbisicthe coalition members provide a means for
programmatic consistency, as they remain on thktioos over time, and that they recruit new mensber
onto the coalitions to ensure that the coalitiomssastained over time.

3.3.3.3. Local Coalition Members Perspective

Tobacco coalition members were given the oppontuniprovide their perspectives on the extent efrth
activity and contribution to the local Tobacco dihahs. Regarding coalition meetings, Tobacco diwadi
members expressed satisfaction with the agendasiemudes of coalition meetings (M=4.37), as well as
with the format (M=4.27), frequency (M=4.28), atmié¢ of day of coalition meetings (M=4.20).
Members also expressed satisfaction with the cgpattthe meeting rooms (M=4.35), the way in which
they are informed about meetings (M=4.49), the galyc location of the meetings (M=4.47), and the
efforts of the local programs to provide outreaziminority communities (M=4.32) (See Table A-9in
Appendix A).

When asked to indicate their level of satisfactiotih general member contributions to the coalition
meetings and the local Tobacco programs, coalitember respondents expressed satisfaction that
coalition members contribute items to the meetigpgnalas (M=4.12) and that they are encouraged by the
chairperson to discuss those items (M=4.40). Theewatisfied that members are able to providetinpu
into developing CRF plans each fiscal year (M=44&) for designing local programs (M=4.06), as well
as with the fact that they are able to provide irguring the implementation of local programs (M34.
Coalition members responded that they were saligfiat members’ ideas are incorporated into thalloc
program plan (M=4.16), its design (M=4.07), and liempentation (M=4.10). When asked how satisfied
they were that the mission, vision, and value efglogram is clearly communicated to members,
respondents indicated that they were satisfied (RIA4See Table A-10 in Appendix A).

Regarding coalition members’ personal contributmthe coalition meetings and the Tobacco program,
members expressed satisfaction with the level tctwthey have personally contributed items to the
meeting agendas (M=3.80) and have participatedeietimgs by speaking on the agenda items (M=4.06).
They feel satisfied with the degree to which tleeintributions are taken into account for the plagni
(M=3.95), design (M=3.75), and implementation (MZ. of local CRF Tobacco programs (See Table
A-11in Table A).

3.3.3.4. Local Coalition Meeting Observation

The evaluation team observed a sample of six Tabegalition meetings, including two that were
combined Tobacco and Cancer coalition meetinggefreral, the coalition members who attended the
meetings were active in the presentations and ssoos that took place. During most meetings, toali
members were invited to discuss activities beirrg@a out by their organizations, with each coaititi
member presenting information about what they eirthrganizations had accomplished since the prior
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meeting. In some cases, coalition members weréeihtd brainstorm how to address an issue or how to
implement a plan. Where planning issues were oagleada, coalition members were active in
brainstorming ideas and making suggestions. Alltmgs allowed for questions and answers, and
exchanges of ideas between coalition members.

3.3.4. What Factors Contributed to, or Hindered, th e Effectiveness of the Local Tobacco
Health Coalitions?

3.3.4.1. Overview

Most of the local Tobacco coordinators indicateat their coalition members are active in many atspec
of the programs, from planning and generating idieasigh implementation, and that they are an naleg
and important part of the local programs. The masilm®nnections with the community, the training
and guidance that they receive from the local heddpartments, and the commitment that they have to
supporting tobacco control in Maryland are the nimgtortant facilitators for the coalitions. The 8m
constraints that make it difficult for coalition méers to take more active leadership roles, and the
difficulty in finding meeting times to accommodaitié of the members of the coalition are the biggest
barriers.

3.3.4.2. Local Tobacco Health Coalition Facilitater

During in-depth interviews, some of the local Tatmprogram coordinators discussed the importance of
the coalitions to the existence of the local Tolbguomgrams. The most often stated facilitator for
enhancing the effectiveness of the local Tobacatit@ns is the connection that the coalition mersbe
have with the communities. Specifically, it was gested that the coalition members know how to serve
the communities because they are part of the contimsinAdditionally, they provide a connection
between the community members, community orgamiaatiand the program. Some local coordinators
indicated that the training and guidance that tioall health departments have provided to theintooal
members make them better equipped to provide tingtexs and services that they implement. Some
coordinators also indicated that the coalition mersbcommitment to the cause makes them especially
effective in promoting the Program’s goals. A fexedl coordinators mentioned that the funding that
coalition members’ organizations receive is an irtgoat facilitator for coalition functioning.

State CRFP Tobacco staff were asked to describéaatyrs that they thought contributed to the
effectiveness of the local Tobacco health coalgidfrom their perspective, sharing updated infaienat
such as sharing data or providing the latest coret event-related information with local progrsiaff
and coalitions helps the coalitions to functionwéts noted that MOTA has been helpful in the preged
coalitions.

3.3.4.3. Local Tobacco Health Coalition Barriers

While the coalitions provide useful input and dgrinterviews, many coordinators indicated that the
programs would not be able to exist without thealttions, factors such as time constraints and
inabilities to find times for meetings that suieeyone were mentioned as barriers for the coaétion
While the ideas and input from coalition memberswseful, some coordinators indicated that theyldvou
like for their coalition members to take more aetigadership roles on the coalitions, but they faak

the time to be able to commit to more responsiéditSome coordinators indicated that they wotkel i
for more community members who are not associatfdatganizations receiving funding and for more
youth to be active on their coalitions. They intichthat people who are active volunteers, and infigh
likely to join the coalitions may lack time to contrto the cause. Furthermore, it is difficult for
coordinators to find coalition meeting times thab @ccommodate school schedules of youth who might
be interested in joining the coalitions.

Contract Number: DHMH/OCPMP-06-9044 Tobacco ProgFindings 121



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

State level Tobacco Program staff discussed sefaatalrs that they thought hindered the effectigsna
the local Tobacco health coalitions. Half stateat they thought the effectiveness and level ofvagtof
local coalitions depends on the vision of the ¢madichampion and varies from location to locatisialf
of the Tobacco program respondents made relatedheoits specific to the presence of existing
coalitions in local communities. They said thatlitimns want to do advocacy and that while some
existing coalitions did not want to become a p&& program that would put them under the auspites
the government, the existing coalitions were nogless frustrated by the creation of new coalitions.
They added that they thought the CRFP guidelings wet clear enough about the use of existing
coalitions. Another barrier mentioned included histrust of disparities data by locals.

3.3.5. What Changes, if any, Should be Made Regardi ng the Local Tobacco Health
Coalitions?

3.3.5.1. Overview

The suggested coalition changes from the localpeeti/e included having more community members
not associated with organizations that receiveifumdn the coalitions and increased leadershigsrole
taken on by coalition members. From the State petsf, having a funded position at local health
departments to provide support to coalitions alternatively have one funded position that proside
support to coalitions across regions would be &figial change to the Tobacco coalitions.

3.3.5.2. Local Program Coordinator Suggestions

There are two broad requirements for the coalitiansadvisory function and participation in the
development of plans. Most Tobacco program cootdmandicated that their coalitions provide this
required support, and Tobacco program coordinatopgar to be generally satisfied with the makeup an
functioning of their coalitions. However, a majgraf Tobacco program coordinators indicated thayth
would like to see more community members who ateassociated with organizations that receive
funding through the CRFP on their coalitions, atrly youth. Some coordinators also indicated tha
they would like to see more leadership being takeby the current coalition members. Some indicated
that no changes are needed on the coalitions. @abods indicated that the relationships and tragni
provided by the local health departments, theiglahips that the coalition members have to their
communities, and the commitment and interest ti@tbalition members have for the cause allow the
coalitions to perform appropriately.

The only suggested Tobacco coalition change madeday health officers was that the coalitions vebul
benefit from having more community members whoraxeassociated with organizations receiving
funding. However, most local health officers did have any suggested changes for the coalitions.

3.3.5.3. DHMH Tobacco Program Staff Suggestions

Suggestions regarding ways to improve the effent@ige of local health coalitions from the Statelleve
CRFP Tobacco staff included a recommendation feinigea funded position at local health departments
to provide support to coalitions (such as withfgtgfof coalitions), or to alternatively have onméled
position that provides support to coalitions acmeggons. Other suggestions included sharing best
practices with coalitions and encouraging coalgitmaccess the Legal Resource Center for support.
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3.4. What Impact did Funding Levels for the Tobacco Local Health Programs, and the
Statutory Limitations on Shifting Funding among Components Have on Program
Implementation and Effectiveness?

3.4.1. To what Extent was Tobacco Program Funding L evels Adequate for the
Jurisdiction to Implement the Centers for Disease P revention and Control’s “Best
Practices” Model?

Maryland’s tobacco control programs have been dbatlg under-funded. In FY2005, for instance, the
budget was approximately one third of what is rec@mded by CDC using the lower range of
recommended per capita expenditures. Although hgidivels increased for FY2007, they still do not
reach the CDC recommended minimums for a comprélestatewide tobacco program. In addition, the
countermarketing and media component of the CRHfada Program was cut by 95% to $500,000 after
the program began, and has not had any funds aluselithat time.

The CDC recommends a minimum funding level of $30ifon per year for a comprehensive State
Tobacco program in Maryland. CRFP Tobacco fundiag tanged from a high of $20.2 million in
FY2003 to a low of $9.9 million in FY2005 and FYZ®t the same time, the tobacco industry
continues to increase its expenditures to promotekang in the State. Figure 3-18 illustrates the
discrepancy in CDC recommended funding levels atubhfunding levels of Maryland’s CRF Tobacco
Program, and contrasts the funding level agaimkistry expenditures.

Figure 3-18. Tobacco Industry Promotion and Advertsing Spending, CRF Tobacco Program
Funding Levels, and CDC Recommended Funding Leveler the State of Maryland
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3.4.2. To what Extent did Funding Levels Support Ne  cessary Infrastructure for the Local
Tobacco Programs?

3.4.2.1. Overview

The local health component of the Tobacco Programiges funding for the four CDC Best Practice
recommended elements of community-based, schoeldhbasforcement, and cessation. Although
Tobacco program coordinators are generally sadisfieh the funding levels for their programs, troey
find that funding variations are a barrier to pagrplanning and implementation. Specifically, furi
inconsistencies make it difficult to maintain staffd grantees, to retain community interest irrthei
programs, and to plan their programs appropriafadglitionally, smaller jurisdictions had difficultse
hiring staff and getting plans implemented earlydae their lower funding levels. Since the funding
formula has changed, this is no longer an issusrfaller jurisdictions. There is some concern éheiit
in funding would result in an inability for prograno maintain staff and subvendors, and to continue
implementing current programs.

3.4.2.2. Local Program Staffing and Subvendor Fungi

Local program staffing. Staffing of each local program was examined imgeof full-time equivalent
(FTE) positions that are paid by program funds.sehgositions were conceptualized as either
administrative positions, including support posigsuch as office staff, clerks and administrative
officers; and program positions, including posis@uch as outreach workers and supervisors. Asrshow
in Table 3-56, between FY2002 and FY2005, thereeweductions in FTEs for the local Tobacco
programs, with the reduction appearing less evidathin the cessation element of the program. From
FY2005 to FY2006, there was an increase in stafiimder the school and cessation based elemertts of t
program. See Table B-59 in Appendix B for jurisintievel details.

Table 3-56. Composition of Local Tobacco Program &ffing by Fiscal Year

Local Program Composition FY2002 | FY2003 | FY2004 | FY2005 | FY2006
Community Based 27.46 24.07 25.29 23.71 24.78
School Based 12.19 11.51 10.60 9.57 12.14
Enforcement 9.77 8.41 9.95 7.86 8.02
Cessation 7.54 8.05 8.49 7.30 8.29
Administration 4.29 3.61 2.16 2.84 1.94
Total Full Time Equivalent Staff 61.25 55.66 56.50 51.28 55.98

Source: Annual Tobacco Grant Proposals

Subvendor funding. Each jurisdiction funds subvendors to conduct & under the four elements of
the local programs. Subvendors report their acwion a quarterly basis, and the local prograromgu
guarterly subvendor reports to DHMH. These repweee reviewed to examine subvendor funding and
activities. As shown in Table 3-57, the numberufendors to whom funding was awarded within each
of the program elements remained relatively constaer time. Community-based programs consistently
had the largest number of subvendors funded, feltblay school-based programs. Cessation programs
and enforcement programs funded the same numbsetbeendors in FY2005, but the number of
enforcement program subvendors funded in all prars was the lowest of the elements.
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Table 3-57. Number of Subvendors Funded by Elemeiaind Fiscal Year

Element FY2002 FY2003 FY2004 FY2005 FY2006*
Community-Based Programs 121 97 135 133 131
School-Based Programs 82 82 103 101 77
Cessation Programs 26 33 30 20 19
Enforcement Programs 22 17 16 20 28
Total 251 229 284 274 275**

* = Based on 23 Jurisdictions
** = Note that 20 subvendors had no element specification
Source: Annual Tobacco Program Subvendor Reports

Regardless of funding variations, as shown in Ta8k8, the proportion of local funding that went to
subvendors under the school-based and communigdiElements were consistently the highest.
Enforcement subvendors received the smallest ptiopasf funding in all years. As illustrated in [eig
3-19, subvendor funding levels have been relatig&ple within each funding element, with the latge
variations occurring for the community and schoaééd elements from year to year.

Table 3-58. Proportion of Local Public Health Fundig to Subvendors by Element and Fiscal Year

Element FY2002 FY2003 FY2004 FY2005 FY2006
Community-Based Programs 21.0% 13.0% 16.3% 17.6% 16.9%
School-Based Programs 18.1% 14.1% 17.7% 17.6% 14.3%
Cessation Programs 3.9% 5.5% 5.5% 4.7% 5.1%
Enforcement Programs 3.6% 2.1% 2.4% 1.8% 2.8%
Total 46.5% 34.8% 41.9% 41.7% 39.2%

Figure 3-19. Subvendor Funding Levels by Element ahFiscal Year
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3.4.2.3 Funding Barriers

Based on responses to the coordinator survey, Tol@ogram coordinators are satisfied with the
funding they have received for implementing theograms. Although satisfaction with the level of
program funding was lower for FY200B! (= 3.70) than for FY200MM = 4.43), most respondents
(69.6%) indicated that they were satisfied withlthes| of funding they received in FY2006. This
proportion increased, with almost all responde®1s3%) indicating satisfaction with funding levéts
FY2007. However, when asked specifically whethadfag barriers are an issue for the programs, a
majority of coordinators confirmed that they arpe8fically, coordinators find that funding
inconsistencies make it difficult to maintain staffd grantees, to retain community interest irrthei
programs, and to plan their programs appropriatedigitionally, when funding is delayed, mini-graese
and subvendors are not able to begin implemerntieig activities, and have to rush to complete tasks
within the revised timeframes. However, some cowttirs indicated that funding is not an issue for
them, while others indicated that they simply neexde funding.

Even without being asked specifically about fundisga barrier to their local Tobacco programs, ifusnd
issues were the most common issues brought upchy health officers during their interviews. Local
health officers most commonly identified fundingdtuations as barriers to their local Tobacco o
Specifically, they indicated that fluctuations imfling make it difficult for them to maintain fulme
staff for their programs, and to maintain inte@siong subvendors. Some local health officers inelita
that the lack in flexibility for how funds can bpest by local programs makes it difficult for local
programs to fund interventions and activities thaty think will be effective, but that don’t faleatly

into the funding categories.

Local health officers were asked specifically wieetfunding issues affect the implementation ofrthei
local Tobacco programs. A few stated that limitexding affects staffing, but that this was more of
problem early in the program and among smallesglictions. With the change in the funding formwa f
small jurisdictions, the issues around lack of fagdappear to have been alleviated. Most localtheal
officers indicated that their current funding levate sufficient, and that the recent increasardihg

has been helpful. Conversely, some suggesteduthdirfy cuts would be detrimental in that they would
affect the continuity of the programs and the &pttb maintain subvendors to implement the program
activities.

State DHMH Tobacco Program staff feel that the fagdor countermarketing and media component of
the Program and for the Maryland Quitline has bheadequate. Funding for the countermarketing and
media component of the Program was cut by 95% #feestart of the Program, and has remained well
below the CDC recommended funding level since tlogiam's inception.

3.4.2.4. Grant Funding Requirements Barriers

The most often indicated barrier associated wighgitant funding requirements for the Tobacco Progra
is that they create funding formulas that are t@sgriptive. Most coordinators suggested this tthiee
case, and many feel that the inflexibility of theugt funding requirements keep them from being &ble
create programs that fully target the particulaués in their communities.

3.4.2.5. Administrative Cost Limitation Barriers

Programs have a 7% administrative cost cap budttimeir budgets. Tobacco program coordinators were
asked whether this administrative cost cap creategrier for them. While the majority of coordioiet
indicated that the administrative cost cap is noaier for them, a few mentioned that it createsssue

by reducing the number of staff that they can puthe payroll to run and maintain their programge
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local health officers also mentioned that the caadministrative spending is an obstacle, espgciall
given the reporting requirements for the local Taamaprograms.

3.4.3. What Changes, if any, Should be Made with Re gard to the Funding Levels and
Statutory Requirements for Tobacco?

As discussed earlier, Tobacco program coordinappear to be satisfied with the current level of
funding available for their programs. They woukeklito see less variability in funding levels froeay to
year, and a reduction in the time between apptindir funds and distribution of funds for the lbca
programs. Both of these issues have been indiestédrriers to program implementation in that they
create difficulties in proactive planning and inimtaining staff and subvendors.

Tobacco program coordinators would also like toenanore discretion in how to allocate funding across
their program elements. Many indicated that theg the current funding allocation formulas to be to
prescriptive, and that this prescribed approacihidithe abilities of local programs to responddcell
needs. Program coordinators suggested easingdtnietiens on how funds are allocated among the
program elements, allowing programs to determiea¢fative needs for each element within their
communities. This would be particularly useful wiprngrams cannot find enough satisfactory
subvendors to fund under a particular element,edbag for communities where there are a limited
number of schools or hospitals.

The most common recommended change to the Tobaiogoah made by local health officers was to
make the funding less prescriptive. It was suggettat allowing the local programs to determine how
allocate their funding will enable programs to eetimplement interventions and activities thatlzmeed
on community needs. Furthermore, it would enabbg@ms to shift funds in situations where there are
limited requestors within a particular funding ekarh

Although many local health officers indicated tttagy currently have sufficient funding for their
programs, when asked what changes should be male Tmbacco Program, some indicated that they
would like to see an increase in funds. It wastpdghat more funds will enable a greater number of
activities and interventions to be implementedHhsylbcal programs.

The State CRFP Tobacco Program has been workimgtmetlocal Tobacco programs to address funding
issues. The State instituted, and over time hasased, base funding for the local health compoment
the Tobacco Program, upon which funds are addeztibas the number of smokers in each jurisdiction.
Additionally, the State has gone from enforcingxad funding percentage per element to allowing
funding ranges within each element, giving thesdidtions some latitude in how they ultimately adite
their funds, while still ensuring that each of thading elements (community-based, school-based,
enforcement, and cessation) are funded within padddiction (Table 3-59).

Table 3-59. Changes in Base Funding and Element Aflation Allowances by Fiscal Year

Element

2001

2002

2003

2004

2005

2006

2007

Base Funding

$0

$0

$0

$75,000

$75,000

$75,000

$150,000

Community-based

43%

43%

43%

40%-46%

40%-46%

38%-48%

38%-48%

School-based

32%

32%

32%

29%-35%

29%-35%

27%-37%

27%-37%

Enforcement

11%

11%

11%

8%-14%

8%-14%

6%-16%

6%-16%

Cessation

14%

14%

14%

11%-17%

11%-17%

9%-19%

9%-19%
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Chapter 4: Cancer Program Findings
4.1: To what extent were Cancer Goals Met?

4.1.1 To what Extent were the Cancer Managing for R esults (MFR) Reports (Benchmarks)
and Short- and Long-Term Goals Met?

4.1.1.1. Overview

In FY2001, the CRFP’s Cancer Program identifiedrées of goals. Each goal was associated with
objectives and measurable outcomes. The outcomextatipns were adjusted annually for each
upcoming year, creating rolling goals for each oate over time. Goals were estimated for many
outcomes for 2010. Some objectives and associatiedmes were not reflected for each year's MFR
reports. An overview of the goals and accomplishimenpresented below. This overview is followed by
detailed findings for each goal.

Goal 1. To reduce overall cancer mortality in Marylnd. Overall cancer mortality rates in Maryland
have declined from a rate of 211.0 per 100,00®®01to a rate of 187.9 in 2005 (MD Vital Statisfics
The decline appears to have leveled off from 2@02005. This may be due to an observed increase in
overall cancer mortality among Whites that is cedodlanced by a continued decrease among African
Americans.

Goal 2. To reduce disparities in cancer mortality ltween ethnic minorities and WhitesThe cancer
mortality rate ratio between Whites and African Aioans in Maryland was 1.24 in CY2001. The State
set goals to reduce the cancer death ratio toid.G¥2004. This goal has not been achieved. However
the mortality ratio between Whites and African Ainans decreased to 1.12 by CY2005

To support the goal of reducing disparities, stadevgoals for provision of no-cost screenings to
minorities were set. For most years in which sdreggoals were established, each goal was met or
exceeded. Provision of colorectal cancer screeisimginorities exceeded the annual goals for altyea
but FY2006. The breast cancer screening goal weeeebed each year. With the exception of FY2003
(when the screening goal was set rather high),igi@vof prostate cancer screenings to minorities
exceeded the statewide goals each year. Oral candeservical cancer screening goals were onlfoset
FY2003, both were exceeded. There have been nersogegoals set for skin cancer screening.

Goal 3. To reduce mortality due to each of the targfed cancers under the local public health
component of CRFP.The DHMH attempted to set goals for mortality safier each cancer based on the
available data and the estimated annual percengehd he ability to predict reductions in mortality
using this methodology was somewhat mixed. The @82@FR goals set for reducing mortality rates
due to colorectal, prostate, and cervical were m#ttthose set for reducing breast, oral, and c&ircer
were not.

The mortality rate from colorectal cancer declieagh year from CY2001 through CY2003, and was
lower than the estimated goal set for CY2003. Alffomortality rates due to breast cancer decreased
each year from CY2001 to CT2003, the actual rat8¥2003 was higher than the goal rate set for that
year. The prostate and cervical cancer mortaligsrdeclined each year and were lower than the goal
mortality rates set for CY2003. Oral cancer motyalates did not decline from CY2001 to CY2002, but
saw a decline in CY2003. However, the oral cancentality rate in 2003 was higher than the goalfget
that year. Skin cancer mortality rates increasechf2001 to 2002, and that increase was sustained in
CY2003 resulting in a mortality rate that was higtien the goal rate for that year.
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To help reduce mortality due to each of the tayetncers, the Cancer Program provides no-cost
screening services in each jurisdiction throughbetState. Although the screening services are
administered at the local level, the goals for scneg services represent statewide goals. Mosteof t
screening goals that were set for each year wet®nexceeded. Colorectal cancer screening pravisio
exceeded the annual goals for all years but FY2006é.breast cancer screening goal was exceeded each
year. With the exception of FY2003 (when the sarggegoal was set rather high), prostate cancer
screenings exceeded the statewide goals eachQuedicancer and cervical cancer screening goals wer
only set for FY2003, both were exceeded. There baem no screening goals set for skin cancer
screening.

Goal 4: To increase access to cancer care for unured persons in Maryland. The number of
uninsured individuals linked to treatment increasadh year, and the target goals set for eachwerar
exceeded.

4.1.1.2. Goal 1: To Reduce Overall Cancer MortalityMaryland

Since the start of the Cancer Program, there haexs deeduction in overall cancer mortality in Mainyd.
As shown in Figure 4-1, it was estimated that tloetaiity rate per 100,000 persons for any cancerlavo
be reduced from 204.4 in CY2003 to 189.4 in CY2@0§pal that was exceeded. The overall cancer
mortality rate in Maryland remained higher than élverall cancer mortality rate in the nation thrbug
2003 (the latest national figures available), dreddecline in the overall cancer mortality rate in
Maryland appears to have leveled from 2004 to 28@6ording to CDC Wonder and NCI Seer data,
Maryland’s ranking for mortality rates due to aincers went from Bhighest in 2000 to 23highest in
2003, indicating that relative to other states, Wtard's overall cancer mortality rate is improving.

Figure 4-1. Maryland MFR Estimate Cancer Mortality Rates, Actual Mortality Rates, and National
Mortality Rates by Calendar Year
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4.1.1.3. Goal 2: To Reduce Disparities in Cancer itédity between Ethnic Minorities and Whites

In addition to reducing overall cancer mortalityarg people in Maryland, the CPEST Program aims to
reduce health disparities between racial and ethimorities and Whites. As such, a goal was esthbt

to reduce the cancer death rate ratio between gwileethnic minorities and Whites. As shown in[€ab
4-1, the disparity has been decreasing steadibest¥2003. The estimates set in the MFR reports for
CY2003 forward may have been based on mortalig/natio estimates that were lower than the actual
rates, making the expected estimates lower thald ¢@ve been achieved during those time periods.
However, for the 2007 MFRs, the State reportedstimate to reduce the disparity due to cancer
mortality to 1.18 by CY2010. This estimate hasadyebeen exceeded by CY2005.

Table 4-1. MFR Estimates and Actual Cancer Death R#& between Blacks and Whites by Calendar
Year

CY2001 CY2002 CY2003 CY2004 CY2005
Measure Est. Actual Est. Actual Est. Actual Est. Actual Est. Actual

Cancer death

- — 1.24 — 1.24 1.08 1.25 1.07 1.18 1.09 1.12
ratio

— = Estimate was not set in MFR reports
Source: Annual MFR Reports prepared by DHMH
Note: Rates are age adjusted rates per 100,000

As shown in Figure 4-2, when examining the annealtld rate due to all cancers in Maryland among all
Marylanders, the rate appears to be leveling aum f2004 to 2005. This may be due to a slight upturn
cancer mortality rates among Whites in Marylandwieer, the trend among African Americans appears
to be more favorable, with a consistent declinenarality rates over time.

Figure 4-2. Cancer Mortality Rates among Whites, Afican Americans, and All Marylanders by
Calendar Year from 1999 to 2005
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To help reduce disparities in cancer mortality, @@ncer Program established screening benchmarks fo
each year. Table 4-2 illustrates the actual nuraberinorities screened through the Cancer Progam f
each of the targeted cancers from FY2001 to FY2086.majority of these benchmarks were exceeded,
between FY2001 and FY2005. In FY2006, there waslaation in the provision of cancer screenings to
all individuals, and this also translated to a aiun in screenings provided to minorities. Over tourse

of the program, a total of 15,549 minority indivads received cancer screenings for colorectal tgt®s
oral, cervical and skin cancers through the progratditionally, 5,832 breast cancer screenings were
provided to minority individuals.

Table 4-2. MFR Estimates and Actual Number of Minoities Screened Using CRFP Funds by Type
of Cancer and Fiscal Year

Type of FY2001 FY2002 FY2003 FY2004 FY2005 FY2006

Cancer Actual Actual Est. | Actual Est. | Actual Est. Actual Est. Actual
Colorectal 315 1,937 530 1,810 | 1,133 1,138 985 1,137 985 877
Breast 65* 1,304* 400 1,338* 523 1,667* 664 1,458* 664 NA
Prostate 0 298 | 1,960 227 198 655 532 694 532 637
Oral 9 332 1,500 1,743 — 797 — 349 — 233
Cervical 23 601 400 583 — 630 — 438 — NA
Melanoma/ 9 19 — 21 — 19 — 13 — 5
skin

— = Estimate was not set in MFR reports

* = Number of screening tests performed

NA = Data not available

Source of actual screenings: DHMH Cancer Screening Database November 2006 and Breast and Cervical Cancer Database April 2006
Note: No Estimates were made for 2001 and 2002 in MFR Reports

4.1.1.4. Goal 3: To Reduce Mortality due to Eachtbé Targeted Cancers under the Local Public
Health Component of CRFP

There have been reductions in mortality rates dumlorectal, breast, prostate, and cervical cagaeh
year during the course of the program. AccordinGBC Wonder and NCI Seer data, between CY2000
and CY2003, Maryland’s ranking for colorectal canmertality improved from ¥ highest to 24 highest
in the nation. There was an overall decrease ihcarecer mortality from CY2000 to CY2003. The
mortality rate from melanoma and other skin canoenseased from 2.3 in CY2001 to 2.7 in CY2003
(Table 4-3).

Table 4-3. MFR Estimates and Actual Mortality Ratesby Type of Cancer

CY2001 CY2002 CY2003 CY2004 CY2005

Type of Cancer Est. Actual Est. Actual Est. Actual Est. Actual Est. Actual
Colorectal — 21.6 — 21.0 20.8 19.3 22.3 — 19.7 —
Breast — 28.5 — 27.7 26.3 26.6 25.4 — 24.6 —
Prostate — 34.1 — 31.9 30.2 28.4 28.7 — 25.9 —
Oral — 3.0 — 3.0 2.7 2.8 — — — —
Cervical — 2.8 — 2.3 2.6 2.1 — — — —
Melanoma/skin — 2.3 — 2.7 2.4 2.7 — — — —
All Cancers — 204.3 — 201.4 | 204.4 194.3 202.9 188.1 | 189.4 187.9

= Estimate was not set in MFR reports or actual data was not available
Source of estimates and individual actual cancer rates: Annual MFR Reports prepared by DHMH
Source of actual all cancer rates: Maryland Vital Statistics, age adjusted to the 2000 U.S. standard population
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To reduce mortality due to five of the targetedasan, the CRFP provided funds for screening.
Therefore, screening benchmarks were created &br teageted cancer. The majority of these
benchmarks were exceeded for each year. FY2008hedsst year that the benchmark for colorectal
cancer screenings was not met, and with the exgepfiprostate cancer screenings, all screenirrgs fo
which data were available show decreases in FY2906etheless, from FY2001 through FY2006, a

total of 31,113 individuals received screeningscmorectal, prostate, oral, cervical, and skinceas
through the program, and 8,218 breast cancer sogeewere performed. Table 4-4 illustrates the MFR
estimates and the actual number of individuals idex/with screenings through the CPEST programs for
each of the targeted cancers from FY2001 to FY2006.

It is important to note that estimated performagaels for the number of women screened for breast
cancer were made in the MFR reports from FY2008utin FY2005. The data collected through the
breast and cervical cancer screening databasedgsoinformation about the number of screenings
provided, but not the number of individuals for wihacreenings are provided. Therefore, it is diffito
determine whether breast cancer screening goats ashiieved.

Table 4-4. MFR Estimates and Actual Number of Indivduals Screened Using CRFP Funds by Type
of Cancer and Fiscal Year

Type of FY2001 FY2002 FY2003 FY2004 FY2005 FY2006

Cancer Actual Actual Est. | Actual Est. Actual Est. Actual Est. Actual
Colorectal 768 4,144 | 2,490 4,215 2,547 2,925 2,443 2,582 2,443 1,916
Breast 71 1,425* 500 1,618* 593 2,038* 873 1,784* 873 1,282*
Prostate 7 350 | 2,000 256 292 721 592 795 592 702
Oral 43 714 1,900 2,391 — 1,613 — 812 — 496
Cervical 26 658 500 712 — 771 — 544 — 962
zﬂk‘?r'lanoma/ 43 360 — 405 — 460 — 447 — 275

— = Estimate was not set in MFR reports. Note: No Estimates were made for 2001 and 2002 in MFR Reports
* = Number of screening tests performed
Source of actual screenings: DHMH Cancer Screening Database November 2006 and Breast and Cervical Cancer Database April 2006

To reduce mortality due to melanoma of the skithemlathan establishing screening benchmarks,
prevention education benchmarks were created. éwrsin Table 4-5, the number of people who have
been educated about melanoma of the skin excebd@dRR estimates for each year. Between FY2001
and FY2006, educational sessions about melanottiee akin that were presented through the CPEST
program were attended by a total of 78,440 memiifettse general public.

Table 4-5. MFR Estimates and Actual Number of Peopl Educated About Melanoma of the Skin,
by Fiscal Year

Melanoma | FY2001 | FY2002 FY2003 FY2004 FY2005 FY2006
ofthe Skin | Actual | Actual Est. Actual Est. | Actual Est. | Actual Est. Actual
Number 47 | 77384 | 11,000 | 10744 | 7,214 | 17,328 | 7,214 | 19,268 — | 23,669
Educated

— = Estimate was not set in MFR reports
Source of actual screenings: DHMH Cancer Education Database November 2006
Note: No Estimates were made in 2001 and 2002 MFR Reports

4.1.1.5. Goal 4: To Increase Access to Cancer CfardJninsured Persons in Maryland

The final overarching goal for the Cancer Progranoiincrease access to cancer care for uninsured
persons in Maryland. Table 4-6 provides estimatadbers of uninsured people who were linked to or
provided with treatment through the Cancer Prodiram FY2001 to FY2005. The actual number of
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people diagnosed and linked or provided with tregiinfiar exceeded the goals for each year. Between
FY2001 and FY2005, a total of 187 individuals haeen diagnosed and linked to treatment for cancer
through the Cancer Program.

Table 4-6. MFR Estimates and Actual Number of Uningred People Linked to or Provided With
Treatment through the Cancer Program, by Fiscal Yea

Links to FY2001 FY2002 FY2003 FY2004 FY2005 FY2006
Treatment Actual Actual Est. | Actual Est. | Actual Est. Actual Est. Actual
Eg;"p?eer of 1 18 18 45 31 68 50 55 55 NA

Source: Annual MFR Reports prepared by DHMH

4.1.2. What Evidence can be found of Program Impact on Prevention, Education, and
Screening of the Targeted Cancers (I.E., Colon and  Rectum, Breast, Cervical, Prostate,
Oral, Skin Cancers) Under the Cancer Program?

4.1.2.1. Overview

The impact evaluation presented in this reportdesyprimarily on process impacts: the number of
screenings provided by, and attendance to educatitivities conducted by the local CRF Cancer
programs. Although screening activities can bedththeoretically to overall screening rates witthie
State, and ultimately to reductions in morbiditylanortality, a direct link between program actesti

and these outcomes cannot be made. Furthermorg, ohéme targeted cancers are being addressed by
limited jurisdictions throughout the State, soestdtie outcomes may not be the appropriate level of
measurement even though the Program goals refgetgde estimates.

To determine whether education activities by tleal@ancer programs directly affect screening
behaviors, the link between those components \ailelto be explored in greater depth. To the degree
that individuals receiving screenings through tieal cancer programs enter the screening phase as a
result of receiving education from these prograardirect link between education and behavior can be
made. Currently, Maryland’s Cancer Screening Datalgantains a question regarding how individuals
who come in for cancer screenings heard aboutrtigrgm, but this question is optional and the raspo
options in the system do not allow a determinatibwhether the referring source was part of the ERF
or some other source. Therefore, the extent towinidividuals enter into screening as a result of
receiving education through the program cannotscergained.

This section reports the number of people who weogided with brief face-to-face education either
individually or in groups through the program, a&slenced by DHMH’s Cancer Education Database;
knowledge of cancer screening tests as measurde®002 and 2004 Maryland Cancer Surveys (MCS);
the number of screenings that have been providedgh the program from FY2001 through FY2006, as
reported in DHMH’s Cancer Screening Database; aadyMind’s cancer screening rates as reported by
BRFSS. Detailed information is presented followihg overview.

Overall cancer education and screening activitiesS'lhe CRF Cancer Program is working to educate
people about and screen against six of the sevgetéal cancers. The extent to which the programs ar
effective in changing knowledge and behaviors cabedully assessed with the current data, because
many of these variables have not been directly mredghrough the archival data sources. As detaled
this section, the Cancer Program has achievediéigis of education and screening throughout tate st
The education and screening accomplishments fro@0BY through FY2006 include the following:

* One-on-one or group cancer education sessionsattereded by 531,961 people in the general public
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» 17,937 health care professionals have receivedecauitication
e 42,854 screenings for colorectal, breast, prostae, cervical, and skin cancer were provided.

Colorectal Cancer.Between FY2001 and FY2006, one-on-one and groupatihn about colorectal
cancer provided by local programs saw a total 6{&50 attendees. Attendance peaked in FY2003 and
declined subsequently. According to the 2002 arift 20CS, the number of people who have heard of
FOBT tests decreased significantly over time, basé who had heard of colonoscopy or sigmoidoscopy
significantly increased over time. However, awassnaf the availability of no-cost colon screeniags
local health departments decreased significanbignf2002 to 2004. This suggests that the diffusicthe
program and lack of program branding may limititsbility.

Since the start of the Program, a total of 17,4fl6rectal cancer screenings were provided. Pravigfo
FOBT screenings through the local programs decdeager time while colonoscopy screenings peaked
in FY2003 and saw a slight increase in FY2005. Aditg to BRFSS, screening trends among people
aged 50 and older within the State somewhat mih@iscreening provision trends. Although reported
FOBT screenings increased from 1999 to 2002, tihabeu of people aged 50 and older indicating having
had this screening within the two years prior tmgenterviewed decreased significantly from 1989 t
2004. The number of people aged 50 and over indg#tat they have ever been screened using
sigmoidoscopy or colonoscopy increased each year #1999 to 2004, with a significantly higher
prevalence in 2004 than in 1999. Additionally, ading to BRFSS, Maryland improved from a ranking
of 8" highest in the nation on colorectal cancer scregniising sigmoidoscopy or colonoscopy screening
prevalence in 2002 td"highest in 2004.

Breast and cervical cancerSince that start of the Program, there were 54a8@hdees to one-on-one

or group education about breast and cervical cgmoetded by CRFP. Although no direct awareness
questions regarding breast and cervical canceesicig were asked in the 2002 and 2004 MCS, the data
does show that the percent of women aged 40 andidwvehave never had a mammogram and women
aged 18 and over who have never had a Pap tesideetteey did not know it was needed was very low in
2002 and also decreased from 2002 to 2004.

A total of 8,177 breast cancer and 3,673 cerviaater screens were provided by the CRFP from
FY2001 to FY2006. According to BRFSS, the raterefast cancer screenings among women aged 40
and over and cervical cancer screenings among waigeeh 18 and older is consistently high within the
State. Although, the State’s national ranking fenvical cancer screenings using Pap tests imprireed
5™ highest in 1999 to™highest in 2004, its ranking for breast canceeegings using mammogram
declined from 8 highest in 2002 to"™highest in 2004.

Prostate cancer.Since FY2001, local CRF programs provided one-+o@-@ group education about
prostate cancer a total 57,037 attendees. Atterdarthis type of education peaked in FY2005.
Although there was no measure of awareness ofgteosancer screenings on the 2004 MCS, in 2002,
awareness of the PSA test was at 80%.

The local CRF programs provided a total of 5,48&state cancer screenings between FY2001 and
FY2006. Provision of these screenings peaked inOB82Although, according to BRFSS, there was a
significant increase from 1999 to 2002 in the petcé men aged 40 and over reporting that they had
received a PSA screening within the two years fiddhe survey, the percent reporting the sam@g#2
was significantly lower than in 2002. As such, Mang’s national raking on prostate cancer screening
using PSA slipped from™in 2002 to 12 in 2004.
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Oral cancer. Between FY2001 and FY2006, a total of 10,988 dttes received education about oral
cancer. Although there was no measure of awareEsg oral cancer screening in the 2004 MCS, less
than half of the respondents to the 2002 surveigateld awareness.

Local CRF Cancer programs provided a total of 6 di@ cancer screenings between FY2001 and
FY2006, with a peak in provision in FY2003. Accarglito the Maryland Cancer Survey, the percent of
adults aged 40 and over indicating that they eadrdn oral cancer screening remained stable at 43%
from 2002 to 2004. There was also no significaringje in the prevalence of annual oral cancer
screenings from 2002 (33%) to 2004 (34%).

Skin cancer.Attendance to CRFP provided skin cancer educaticneased annually between FY2001
and FY2006, with a total of 78,440 attendees duttiigtime period. A total of 2,004 skin cancer
screenings were performed, with a peak in scresnmg004. The 2002 and 2004 MCS measured
protective behaviors among Maryland adults, anadasignificant increases in the number of adulte wh
reported using some sort of skin cancer protecimwhwho avoid peak sun exposure. Non-significant
increases were found in those who use sunscreamevahwide-brimmed hat for protection and wear
protective clothing while outdoors on a sunny day.

Cost effectiveness of the Cancer Progrant.his section focuses on colorectal cancer becalnsest all

of the local CRF programs focus on this type ofcesnResearch has yet to determine the most cost-
effective screening strategy for colorectal canelenwever, consensus of the medical community is tha
any colorectal cancer screening is cost-effectiiermcompared with no screening for people aged 50
and older. Therefore, colorectal cancer screertiogld be considered by policy makers as a cost-
effective, life saving activity.

4.1.2.2. Overall Cancer Education and Screening ikittes

Many jurisdictions focused on providing educationthree or fewer targeted cancers. However, sefien
the 24 jurisdictions reported education for alldgmwf cancer at some point during FY2001 through
FY2005. All jurisdictions provided education abaotorectal cancer during at least 1 year between
FY2001 and FY2006 (Table 4-7). Similarly, more paogs provided screenings for colorectal cancer
than for any of the other targeted cancers, withwtBaltimore City (which provided one colorectal
cancer screening in FY2006) doing so during at lég®ar from FY2001 to FY2006 (see Table D-1 in
Appendix D).

Table 4-7. Number of Jurisdictions Providing Educaion and Screening by Type of Cancer [All
Years]

Activity Colorectal Breast Cervical Prostate Oral Skin

Education 24 11 11 12 9 18

Screening 23 5 5 6 5 3

Source: DHMH Cancer Education and Cancer Screening Databases, November 2006

The Cancer Programs provided cancer educationdmof 531,961 people between FY2001 and
FY2006, and the number of people educated aboutamger increased more than eightfold from
FY2001 to FY2006. As shown in Table 4-8, despitadfang reductions each year from FY2003 through
FY2005, the number of people in the general pofmratho received education increased across those
years. In addition, a total of 13,820 health camviglers and trainers/educators were educated betwe
FY2001 and FY2006. Provision of this type of edimapeaked in FY2003 and again in FY2006. The
Cancer Program also provided a total of 42,854esungs for targeted cancers between FY2001 and
FY2006. A peak in screening activities noted in B¥2 coincides with a peak in funding for the local
public health component of the Cancer Program dutiat year. There was variation between and within
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jurisdictions with respect to the types of edugatmd screening they provided (see Table D-2 in
Appendix D).

Table 4-8. Statewide Education and Screening Actities and Local Public Health Funding Levels
by Fiscal Year

Activity FY2001 | FY2002 | FY2003 | FY2004 | FY2005 | FY2006 Total
Education —

general public 15,354 64,336 101,885 111 461 112,607 126,318 531,961
Education — health 1,106 1,896 3,996 3208 3,045 4,666 17,037
care professionals

Screening 1,029 8.302 10,050 9.376 7.821 6.276 42,854
Funding level $12,089,936 | $13.870,936 | $15020,000 | $11425390 | $9.950,090 | $9,950,090

Source of education and screening data: DHMH Education and Screening Databases, November 2006
Source of funding data: Annual legislative reports prepared by DHMH

4.1.2.3. Colorectal Cancer Education and Screenifgtivities

One-on-one or group education sessions about etddreancer saw 255,860 general public attendees
from FY2001 to FY2006. Although attendance for edion about colorectal cancer increased
approximately threefold from FY2001 to FY2006, ealimn appears to have peaked in FY2004 (Table 4-
9). More people were educated about colorectalaranaach year than any of the other targetedetanc
and more jurisdictions were involved in providirdueation about colorectal cancer than any of therot
targeted cancers (see Table D-3 in Appendix D).

There are three types of colorectal cancer scrgeaasts used by Cancer Programs: fecal occult blesid
(FOBT), sigmoidoscopy, and colonoscopy. Between@2and FY2006, Cancer Programs provided a
total of 17,409 screenings for colorectal cancem&individuals received more than one type of
screening, so the numbers presented in this seaticate the number of screenings provided—not the
number of people receiving screenings. The Canagr®m provided 8,196 FOBTs from FY2001 to
FY2006, resulting in 623 (approximately 7.5%) pesitresults during that period. The provision 0813
sigmoidoscopies resulted in 23 (approximately 1%t outcomes showing polyps to be present. tf lef
alone, polyps can become cancerous, so early aetestd removal of polyps is an important part of
colorectal cancer prevention. Additionally, a taihtwo (approximately 1.5%) sigmoidoscopy scregain
resulted in a suspicion of cancer. A total of 9,88noscopies were performed, with 1,945
(approximately 21%) detecting adenomas, or cobestiof growths, that can become cancerous if left
untreated. In addition, 109 (approximately1%) cokgopy screenings came back positive for suspicion
of cancer (see Tables D-4 through D-6 in Appendiboifurisdiction-level details).

Table 4-9. Colorectal Cancer Education and ScreengActivities by Fiscal Year

Activity FY2001 FY2002 FY2003 FY2004 FY2005 FY2006 Total
Individuals educated 12,986 52,972 59,978 49,948 39,355 40,621 255,860
Colorectal Cancer Screenings

FOBT 674 3,085 2,128 1,246 777 286 8,196
Sigmoidoscopy 27 67 12 6 13 8 133
Colonoscopy 134 1,313 2,256 1,774 1,913 1,690 9,080

Source: DHMH Cancer Education and Screening Databases, November 2006
Note: Does not include colorectal cancer education when provided under other/multiple cancer education sessions

Although education activities may have an effectmnnumber of individuals receiving screeningsrro
the Cancer Program, funding levels also may imghectbility to provide no-cost screenings. Between
FY2001 and FY2006, 16,500 individuals were scredaedolorectal cancer using CRFP funding. The
number of individuals receiving colorectal canamesnings through the Cancer Program increased from
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FY2001 to FY2003, but decreased each subsequentBpeamining these numbers against the number of
people who received education about colorectaleraaed the funding levels of the local public Healt
component of the CRFP Cancer Program suggeststititst in screening levels are related to shifts in
education activities and funding levels. Additidpascreenings using colonoscopy decreased tcsares
degree than FOBT screenings. Early in the progsame jurisdictions used FOBT screenings to raise
awareness for the programs but the programs haugedathere has been a shift away from this
practice.

Education about colorectal cancer may lead to as@éd knowledge about the types of tests that can be
done to screen for colorectal cancer. As showrainld 4-10, according to the Maryland Cancer Survey
results from 2002 and 2004, a majority of peoplkedas0 and over had heard of fecal occult blood test
(FOBT), sigmoidoscopy and colonoscopy as meansraea for colorectal cancer. However, awareness
of FOBT decreased significantly from 2002 to 200dnversely, awareness of colonoscopy or
sigmoidoscopy increased significantly from 2002894. Most of the respondents in both survey
samples indicated awareness of the promotion aihcchncer prevention in the local media. Nonetlseles
in both survey years, approximately one fifth afpendents who had never had a colorectal cancer
screening test indicated that they had never thoofghor that they didn’t know that they neededhve
one. Awareness of the availability of no-cost caoreening through local health departments deedeas
significantly from 27% in 2002 to 24% in 2004. dtrot clear whether that reduction in awareness of
program services is related to the decrease inagidnaeach that began in FY2004.

Table 4-10. Awareness of Colorectal Cancer Screemjimests, Media Promotion, and No-Cost
Screenings, and Screening Behaviors in 2002 and 200

Maryland Cancer Survey Measures

Survey Year: 2002

Survey Year: 2004

Heard of FOBT

81% (80% - 82%)

76% (75% -78%)

Heard of colonoscopy or sigmoidoscopy (> 40 years old)

88% (87% - 89%)

91% (90% - 92%)

Aware of colon cancer prevention promoted in media

85% (83% - 86%)

86% (84% - 87%)

Never had colon cancer screening because never thought of it

22% (—)

22% (—)

Never had colon cancer screening because didn’t know it was
needed

16% (—)

17% (—)

Aware of no-cost colon screening at local health department (>
40 years old)

27% (26% - 29%)

24% (23% - 26%)

Home FOBT in the last two years

44% (42% - 46%)

36% (34% - 38%)

Sigmoidoscopy/Colonoscopy ever

58% (56% - 60%)

63% (619% - 65%)

— =No confidence interval available
Source: Maryland Cancer Survey 2002, 2004
Population: Adults aged 50 and over unless specified

Consistent with the trends for provision of coldaécancer screenings by local CRF Cancer programs,
and the Maryland Cancer Survey findings regardmyglence of colorectal cancer using FOBT,
according to BRFSS data, the percent of adults &Qexhd over who indicated that they have received
colorectal cancer screenings via FOBT decreasedfisantly from 2002 to 2004. However, consistent
with the Maryland Cancer Survey findings, there wasgnificant increase in reported sigmoidoscapy o
colonoscopy screenings both from 1999 to 2004 fieomd 2002 to 2004 (Figure 4-3). Although the
nationwide trends for colorectal cancer screenargssimilar to those of Maryland, the State haighér
prevalence of screenings for all types of screeaimdjfor all years (Table 4-11). Furthermore, adicmy

to BRFSS, Maryland moved from a ranking 8ff8ghest nationally for prevalence of sigmoidoscopy
colonoscopy screenings among men aged 50 andro2602 to 8 highest in 2004.
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Figure 4-3. Maryland Colorectal Cancer Screening Tends from 1999 to 2004
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Table 4-11. Maryland and National (Including StatesDC, and Territories) BRFSS Colorectal
Cancer Screening Trends from 1999 to 2004

Screening Measures ‘ 1999 2002 ‘ 2004
Maryland
FOBT Screening in past 2 years 37.9% 40.3% 32.8%
Sigmoidoscopy/colonoscopy ever 50.5% 54.8% 62.2%
National
FOBT Screening in past 2 years 26.2% 29.9% 26.5%
Sigmoidoscopy/colonoscopy ever 43.7% 48.1% 53.0%

Note: Confidence intervals were not reported for national data, so no significance tests were performed
Source: CDC BRFSS

The CRFP Cancer screenings are designed to bedprbgrimarily to individuals who have low incomes
and are uninsured or underinsured. Examining tréods BRFSS, reveals almost no change over time
for reported sigmoidoscopy or colonoscopy screenargong uninsured individuals. BRFSS participants
aged 50 and over that were uninsured were almaostligdikely to report ever having had a
sigmoidoscopy or colonoscopy in 2000 (30.8%), 2@®9%), and 2004 (24.1%). BRFSS shows a
negative trend in FOBT screenings among uninsur@ididuals from 2000 to 2004, with the proportion
of uninsured individuals aged 50 and over repottiaging had an FOBT screening declining from 2000
to 2002 (30.5%) and 2004 (12.0%). These results briexamined with caution, as the sample size of
uninsured individuals aged 50 and over is extreragigll for all years (n = approximately 90 per year
Therefore, these observations may not reveal stedids.

4.1.2.4. Breast and Cervical Cancer Education anct&:ning Activities

There were a total of 54,661 attendees to educagesions about breast and cervical cancer between
FY2001 and FY2006. Breast and cervical cancer d@mucattendance increased consistently from
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FY2001 to FY2005 (Table 4-12). Only three jurisidins were educating any people about breast and
cervical cancer in FY2001, compared with 10 jugtdns in FY2006 (see Table D-7 in Appendix D).

Although funding levels fluctuated and decreaseet ¢time for the local public health component & th
Cancer Program, education about breast and cepaoakr increased each year from FY2001 through
FY2006. However, the number of breast cancer sorgemprovided may be more affected by the funding
fluctuations, as indicated by the observed decrgasereenings provided from FY2004 to FY2006.
Although there was a decrease in cervical canegeenigs from FY2004 to FY2005, there was a
substantial increase in FY2006.

Local cancer programs provide both clinical brexstms (CBE) and mammography screenings for breast
cancer. Individuals may receive screening usingasrimoth methods. Therefore, the numbers presented
in this section represent the number of screerpnggded, not the number of individuals receiving
screening. Where individuals received both CBE madimogram screenings, the screening was counted
under both CBE and mammogram. Overall, the Canaagr®m provided a total of 8,177 screenings for
breast cancer between FY2001 and FY2006. A totdélahdividuals were diagnosed with breast cancer
as a result of these screening activities. It idear what proportion of individuals screened was
subsequently diagnosed with breast cancer, asathbake does not provide counts for individuals
screened. However, if it is assumed, based onuhdar of screenings listed as both CBE and
mammogram, that approximately 3,700 individual&nesd breast cancer screenings, then breast cancers
were diagnosed among almost 2% of individuals veteived breast cancer screenings through the
Cancer Program.

A total of 3,673 women received screenings for icahcancer through Cancer Program providers
between FY2001 and FY2006. One cervical cancerdetected through these screenings. The programs
that provided cervical cancer screenings weredhgesones that provided breast cancer screenings (se
Tables D-8 and D-9 in Appendix D).

Table 4-12. Breast and Cervical Cancer Education ahScreening Activities by Fiscal Year
Activity FY2001 FY2002 FY2003 FY2004 FY2005 FY2006 Total
Individuals educated 398 986 4,676 14,484 16,261 17,856 54,661
Breast Cancer Screenings
CBE 33 781 890 1,050 872 NA 3,626
Mammogram 38 644 728 988 871 NA 3,269
Pap smear 26 658 712 771 544 962 3,673

Source: DHMH Cancer Education Database, November 2006 and Breast and Cervical Cancer Database, April 2006
Note: A total of 1,282 breast cancer screenings were performed in FY2006
Note: Does not include breast and cervical cancer education when provided under other/multiple cancer education sessions

Education about breast and cervical cancer maytbaimintain the high screening levels among women
40 years of age and older. Over 90% of women afexhd older who participated in the Maryland
Cancer Survey in both 2000 and 2004 indicatedthieat had ever received a mammogram, and an even
higher percent of women in this demographic repbeteer having had a CBE. Similarly, more than 95%
of respondents indicated that they had ever haabassmear (Table 4-13). The percent of women over 40
who had never had a mammogram because they diaowt khat it was needed decreased from 2002 to
2004 as did the percent of women who indicatedttieyt had never had a Pap smear for the same reason
However, the percent of women who indicated thelyndit have a mammogram or Pap smear because
they did not think of it increased from 2002 to 20Because the Maryland Cancer Survey does not
measure awareness of the program through direstigne about program activities, it cannot be
determined whether the education component of thgram is directly affecting knowledge, awareness,
and behaviors.
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Table 4-13. Breast and Cervical Cancer Screening Kiwledge and Behaviors 2002 and 2004

Measures

Survey Year: 2002

Survey Year: 2004

Ever had a mammogram*

93% (92% - 94%)

93% (91% - 94%)

Ever had a CBE*

94% (94% - 97%)

96% (95% - 96%)

Ever had a Pap smear**

97% (96% - 98%)

98% (98% - 99%)

Never had a mammogram because never thought of it* 15% (—) 16% (—)
Never had a mammogram because didn’t know it was needed* 14% (—) 8% (—)
Never had a Pap smear because never thought of it** 19% (—) 24% (—)
Never had a Pap smear because didn't know it was needed** 12% (—) 10% (—)

— =No confidence interval available

Source: Maryland Cancer Survey 2002, 2004
*Population: Women aged 40 and older
**Population: Women aged 18 and older

CDC'’s BRFSS measures breast cancer screening behaithin the past two years among women aged
40 and over, and women aged 50 and over, as weleasuring whether women aged 18 and older have
had a Pap smear within the past three years. Tataeshow high prevalence of screening behaviors
among women in each category. Although there aiagreases in breast and cervical cancer screening
behavior observed from 1999 to 2004, this may teetdwa ceiling effect (see Figure 4-4). Accordiog t
BRFSS data, the screening trends in Maryland angasito those observed nationally. Importantlyg th
screening rates observed in Maryland are higher tth@se observed nationally on all measures ofsbrea
and cervical cancer screening, and in all yeargevbemparisons are available. Maryland’s cervical
cancer screening rates resulted in a State rawkif§ highest in 1999 and"highest in 2004. However,
according to BRFSS, Maryland moved from a rankif§"bhighest nationally for prevalence of
mammogram screenings within the past two years gmmmen aged 40 and over in 2002 toh@ghest

in 2004.

Figure 4-4. Maryland Breast and Cervical Cancer Sceeening Trends from 1999 to 2004
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Table 4-14. Maryland and National (Including StatesDC, and Territories) BRFSS Breast and
Cervical Cancer Screening Trends from 1999 to 2004

Screening Measures ‘ 1999 2002 ‘ 2004

Maryland

Mammogram within past 2 years (age 40+) 80.9% 82.1% 79.0%

Mammogram within past 2 years (age 50+) 83.1% 83.7% 82.9%

Pap test within past 3 years (age 18+) 89.2% 92.0% 89.0%
National

Mammogram within past 2 years (age 40+) 72.8% 75.9% 74.7%

Mammogram within past 2 years (age 50+) 75.9% 79.4% 78.0%

Pap test within past 3 years (age 18+) 85.5% 86.8% NA

Note: Confidence intervals were not reported for national data, so no significance tests were performed
Source: CDC BRFSS

Examining BRFSS breast and cervical cancer scrgg¢rends among women who are uninsured reveals
an overall upward trend for mammogram screeningrgnuminsured Maryland women aged 50 and
older. The proportion of who indicated they hadaammogram within the past two years was greater in
2002 (71.2%) and 2004 (67.2%) than in 1999 (61.4%is spike was not noted among those with some
kind of health insurance, for whom the trend reredifiat. However, this finding is based on a vanab
number of uninsured respondents (50 to 62 in eaah)yso must be interpreted with caution. Theepatt
of Pap test screenings among Maryland uninsuredamaaged 18 and older was similar to the pattern
observed among Maryland women aged 18 and oldgeneral. The percent of uninsured women
reporting that they have had a Pap test withirpts three years was highest in 2002 (85.9%), asd w
lower in 2004 (70.9%) than it was in 1999 (77.4%)e trend among women who have some kind of
insurance was flat across all years (90.4% in 199%% in 2002; 90.8% in 2004). These figures are
based on a small uninsured sample size ranging I&2rto 210 respondents, so should be viewed
accordingly.

4.1.2.5. Prosate Cancer Education and Screeningivities

One-on-one or group education sessions about peasiacer were attended by a total of 57,037 people
between FY2001 and FY2006. The number of peopleatdd about prostate cancer increased by a factor
of 280 from FY2001 to FY2005, and decreased alfpstalf from FY2005 to FY2006 (Table 4-15).
Whereas just two jurisdictions were providing ediscaabout prostate cancer in FY2001, there were

nine jurisdictions providing the same in FY2006e(3@ble D-10 in Appendix D). The bulk of the

increase in overall education activities is duthprovision of education in Baltimore City, which
provided the majority of prostate cancer educabetwveen FY2002 and FY2006.

There are two tests used to screen for prostatecandigital rectal exam (DRE) and prostate-specific
antigen test (PSA). Note that individuals may ree&ine or both types of screenings. A total of 6,48
prostate cancer screenings for 2,831 individualeweovided between FY2001 and FY2006. Since
FY2004, the number of local cancer programs proggirostate cancer screenings has tripled (seeTabl
D-11 in Appendix D). A total of 33 prostate canckase been diagnosed through these screeningseffort
Although funding levels for the local public heattbmponent of the CRFP fluctuated from FY2001 to
FY2006, decreases in prostate cancer educatiosaadning activities were not observed until FY2006
(Table 4-15).
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Table 4-15. Prostate Cancer Education and Screeninctivities by Fiscal Year

Activity FY2001 FY2002 FY2003 FY2004 FY2005 FY2006 Total
Individuals educated 66 290 14,611 14,555 17,900 9,615 57,037
Individuals screened 7 350 256 721 795 702 2,831
Prostate Cancer Screenings

DRE 5 326 240 702 752 568 2,593
PSA 6 354 269 752 805 707 2,893

Source: DHMH Cancer Education and Screening Databases, November 2006
Note: Does not include prostate cancer education when provided under other/multiple cancer education sessions

Provision of education about prostate cancer maylag¢ed to the high percent of men aged 50 aner old
who receive prostate cancer screenings. Accorditiget 2002 Maryland Cancer Survey results, 80% of
men aged 50 and over had heard of the PSA teptdstate cancer screening (Table 4-16).
Approximately three-quarters of men over aged pomed ever having had a PSA screening in both
2002 and 2004. Although the number of men who &téid that they had never had a PSA test because
they never thought of it increased from 2002 (2084004 (27%), the number of men who indicated that
they had never done so because they didn’t knotitlles needed it decreased from 16% in 2002 to 11%
in 2004. The number of men who reported ever raugia DRE test decreased significantly from 2002
(89%) to 2004 (86%). Information about knowledgehaf DRE test for prostate cancer screening was not
reported in the Maryland Cancer Survey, so it idlesr why this decrease occurred.

Table 4-16. Prostate Cancer Screening Knowledge amgkhaviors 2002 and 2004

Measures Survey Year: 2002 Survey Year: 2004
Ever heard of a test called PSA to screen for prostate cancer 80% (78% - 82%) Not asked
Ever had a PSA test 73% (70% - 75%) 77% (74% - 80%)
Never had a PSA test because never thought of it 20% (—) 27% (—)
Never had a PSA test because | didn't know | needed it 16% (—) 11% (—)
Ever had a DRE test 89% (—) 86% (—)

— = No confidence interval available
Source: Maryland Cancer Survey 2002, 2004
Population: Men aged 50 and older

CDC’s BRFSS measures prostate cancer screeningibeiamong men aged 40 and over, asking if they
have had a PSA test within the past two years. Alieg to BRFSS data, there was a significant irsgea
in prostate cancer screening behaviors from 192902. However, in 2004, the prevalence of prostate
cancer screening among men aged 40 and over dedrsigsificantly, almost back to the level observed
in 1999 (Figure 4-5). According to BRFSS data,dbe=ening trends in Maryland are similar to those
observed nationally. Although data for a natiorahparison for 1999 are not available through CDC'’s
BRFSS, Examining the available BRFSS data for 20622004 reveals that Maryland’s screening rates
were higher than the national medians for boths/€Hne national data reveal that unlike the scregni
behaviors in Maryland, national screening behawiaee relatively flat from 2002 to 2004 (Table 417
However, the decrease in PSA screening behavioos@Maryland men aged 40 and over resulted in a
move from a national ranking of'Aighest in 2002 to a T2highest in 2004 (not including territories).
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Figure 4-5. Maryland Prostate Cancer Screening Trets from 1999 to 2004

100.0% -

90.0%

80.0%
68.9%

L
—

70.0%

59.8% T 61.8%

60.0% - I 1
50.0% -
40.0% -

30.0% -

Percent Men 40+ Indicating Screening

20.0%

10.0% -

0.0%

PSA Screening in Past 2 Years

01999 02002 02004

Note: ltems in bold indicate a significant change from 1999; items in italics indicate a significant change from 2002
Source: CDC BRFSS

Table 4-17. Maryland and National (Including StatesDC, and Territories) Prostate Cancer
Screening Behavior in 2002 and 2004

Screening Measures 2002 2004
PSA within the past 2 years (Maryland) 68.9% 61.8%
PSA within the past 2 years (National) 53.9% 52.1%

Note: Confidence intervals were not reported for national data, so no significance tests were performed
Source: CDC BRFSS
Population: Men aged 40 and older

BRFSS showed a spike in the proportion of uninsaned aged 40 and over who reported having had a
PSA test within the past two years from 1999 (19.182002 (45.1%) and a return to pre-Program rates
in 2004 (18.5%). Because this data is based olatwvedy small number of respondents, ranging fiéin

to 71, these results should be interpreted withi@auHowever, the trend among uninsured men a@ed 4
and over appears to be similar to the trend obddan/#aryland overall, as well as to the trend agon
individuals who do have some sort of medical inscea

4.1.2.6. Oral Cancer Edcuation and Screening Adiies

A total of 10,988 individuals received educatiomatboral cancer between FY2001 and FY2006 (Table
4-18). Only one jurisdiction provided education aboral cancer in FY2001. This increased to seven
jurisdictions in FY2006, resulting in an increasenh 65 people educated in FY2001 to more than 3,800
people educated in FY2006 (see Table D-12 in Apipebyl

Changes in funding levels do not appear to haveatsignificant effect on education about oral cance
However, as illustrated in Table 4-18, the numiendividuals screened for oral cancer through @anc
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Programs peaked when funding was at its highdsYR003, and declined with decreasing funding
during through FY2006.

In FY2001, there were two jurisdictions providinglocancer screening services. Between FY 2001 and
FY2006, five jurisdictions have provided screeniaggne point or another (see Table D-13 in Appendi
D). Programs providing screening for oral cancedusvo screening tools: oral exam and brush biopsy.
Brush biopsies are used as a diagnostic test @atyically performed only after suspicious findsraye
present on the oral exam. A total of 6,105 orahexavere provided to 6,069 individuals by CRFP fuhde
local cancer programs from FY2001 to FY2006. Assult of the oral exams, 186 brush biopsies were
performed, and seven cancers were diagnosed.

Table 4-18. Oral Cancer Education and Screening Atities by Fiscal Year

Activity FY2001 FY2002 FY2003 FY2004 FY2005 FY2006 Total
Individuals educated 65 753 1,147 2,448 2,681 3,894 10,988
Individuals Screened 43 714 2,391 1,613 812 496 6,069
Oral cancer screenings

Oral screening 43 714 2,407 1,622 823 496 6,105
Brush biopsy 0 9 96 46 30 5 186

Source: DHMH Cancer Education and Screening Databases, November 2006
Note: Does not include oral cancer education when provided under other/multiple cancer education sessions

Education about oral cancer may lead to an incrigatbee number of individuals who visit the dentist
and subsequently, a greater number of people Iseiregned for oral cancer. According to the 2002
Maryland Cancer Survey, less than one-half of nedpots had heard of oral cancer screening. No oral
cancer screening test awareness question was iasted2004 survey, so it is unclear how the inseea
in provision of education might have affected awass among the general population. During both
survey years, approximately three-quarters of pe®B%) reported having visited the dentist witthie
past year. Less than one-half (43%) of people teddraving ever had an oral cancer screening im bot
2002 and 2004, and approximately one-third (332002 and 24% in 2004) reporting that they had an
oral cancer screening in the past year (Table 4aBY’s BRFSS does not directly measure oral cancer
screening behaviors, so no nationally comparatata o available to examine Maryland oral cancer
screening rates in comparison to national rates.

Table 4-19. Oral Cancer Screening Knowledge and Bakiiors 2002 and 2004

Measures Survey Year: 2002 Survey Year: 2004
Have heard of an oral cancer screening test 45% (43% - 47%) Not asked
Had a dental visit in the past year 76% (75% - 77%) 76% (74% - 77%)
Ever had an oral cancer screening 43% (41% - 44%) 43% (42% - 45%)
Had an oral cancer exam in the past year 33% (32% - 35%) 34% (32% - 35%)

Source: Maryland Cancer Survey
Population: Adults aged 40 and older

4.1.2.7. Skin Cancer Education and Screening Adies

The CRFP Cancer Program provided skin cancer eduaocatth 78,440 in attendance from FY2001 to
FY2006 (Table 4-21). Skin cancer education hadytkatest increases among all types of cancer
education, both in number of jurisdictions proviglieducation and in the number of people receiving
education from FY2001 to FY2006. Whereas only aemisgiction provided skin cancer education during
FY2001, 15 jurisdictions provided skin cancer ediocaduring FY2006 (see Table D-14 in Appendix
D).

Three local cancer programs provided a total dd£ gkin cancer screenings in their jurisdictions.aA
result of the screenings provided, 20 melanomalwrekin cancers were diagnosed (see Table D-15 in
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Appendix D for jurisdiction-level detail). Skin cegr education activities do not appear to have been
affected by fluctuations in funding levels for tleeal public health component of the CRFP. The nermb
of attendees at educational sessions about skaecaas increased each year from FY2001 through
FY2006. Screening did not appear to be affectefilibgling fluctuations from FY2001 through FY2005,
as the screening levels increased from FY2001 t20B$8, then the levels of screening were maintained
until FY2005. However, screenings decreased by stimo half from FY2005 to FY2006.

Table 4-20. Skin Cancer Education and Screening Aisities by Fiscal Year

Activity FY2001 FY2002 FY2003 FY2004 FY2005 FY2006 Total
Individuals educated 47 7,384 10,744 17,328 19,268 23,669 78,440
Individuals Screened 43 360 408 465 451 277 2,004

Source: DHMH Cancer Education and Screening Databases, November 2006
Note: Does not include skin cancer education when provided under other/multiple cancer education sessions

Provision of skin cancer education may lead tonaneiase in behaviors to protect against skin cancer
According to the MCS, the number of people who gbkwvar nearly always perform some protective
behavior such as avoiding the sun, wearing sunscogavearing protective clothing increased
significantly from 2002 (67%) to 2004 (71%). Additially, as shown in Table 4-22, there was a
significant increase in the number of people whpnreed that they avoid sun exposure during peats par
of the day from 2002 (37%) to 2004 (42%). There ®alas a non-significant increase from 2002 (25%) to
2004 (28%) in the number of people who reportetittiey wear protective clothing when they are
outdoors for an hour or longer during sunny day3C@ BRFSS does not contain variables to measure
skin cancer protective and risk behaviors.

Table 4-21. Skin Cancer Protective Behaviors 2002d 2004

Measures Survey Year: 2002 Survey Year: 2004

Always or nearly always avoid sun exposure between 10 am

0, 0f - 0, 0, 0f - 0,
and 4 pm 37% (35% - 39%) 42% (40% - 44%)

Always or nearly always use sunscreen with a SPF rating of 15

0, 0p - 0, 0, 0 - 0,
or higher when outdoors for an hour or more on a sunny day 33% (31% - 34%) 34% (32% - 35%)

Always or nearly always wear a wide-brimmed hat or other hat
that shades face, nears, and neck when outdoors for an hour or 24% (23% - 25%) 25% (24% - 27%)
more on a sunny day

Always or nearly always wear protective clothing when outdoors

25% (24% - 27%) 28% (27% - 30%)
for an hour or more on a sunny day

Always or nearly always use some sort of skin cancer protection 67% (65% - 68%) 71% (69% - 72%)

Source: Maryland Cancer Survey
Population: Adults aged 40 and older

4.1.2.8. Cost Effectiveness of the Cancer Program

The in-depth analysis of the economic impact oteascreenings focuses on colorectal cancer for two
reasons. First, these screenings are conducteai®yjarisdictions and provided to more individugidan
any other type of screen in the CRF Cancer Prog&eoond, there is no other source of free coldrecta
screenings in Maryland (except Baltimore City, wheolorectal screenings are funded by the CDC,
rather than the CRFP). Currently the Cancer Prognaivides colorectal screenings to uninsured and
under-insured residents of 22 jurisdictions.

There are three different types of colorectal casceeening tests available: FOBT, sigmoidoscoply an
colonoscopy. The approach used for evaluating ¢ba@mic impact of screenings is based on the fact
that screenings are diagnostic interventions; rtitae one diagnostic intervention is available for
colorectal cancer. Thus, the effectiveness of #rous screening options available is compared. The
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commonly accepted base used for comparison ide' ydiar saved” and the costs of the various sangeni
interventions to achieve this standard result arepared

The costs of the screening intervention consishefinitial screening plus the follow-up screeniagsl
treatments, based on assumed probabilities, orenmder of years. The cost per life year saved is
calculated by focusing on the days or years ofgdgned when following a specific strategy compared
with that of no screening, and is given by thedwihg equation (Board on Science, Technology, and
Economic Policy (STEP) National Cancer Policy Bo@N@€PB), 2005).

CE = (Lifetime cost with strategy — lifetime codthwo screening)
(Years lived with strategy — Years lived with aeening)

i.e., CE measures the cost incurred to gain onitiawial year of life.

The cost-effectiveness analysis makes assumptlimg acreenings in order to mimic the irregulaoty
colorectal cancer and the variation in possibleesting strategies. The variation in these assungptio
influences the life years saved as well as the paslife year saved. The assumptions include the
biological behavior of colorectal cancer; the cestsitivity and specificity of the screening; the
screening strategy which includes the schedulereesings, and the age at initial screening; nacgss
follow-up treatment; and the individual’'s compli@no a specific screening strategy.

Due to the numerous assumptions that must be macdulate CE, it is not possible to provide aaatx
figure and therefore all cost analysis provides iange of cost-effectiveness based on the assumspti
made by the researchers.

Cost EffectivenessThe economic impact analysis for colorectal cascegening tests summarizes all
the major national studies related to colorectateascreening, with a focus on the three scredristg
that Maryland’s cancer program currently perforotdonoscopies, sigmoidoscopies, and FOBT.

Most studies conclude that any of the commonly s®eeenings is cost effective. Table 4-23 provales
comparison of the cost effectiveness of FOBT, sigm&copy, and colonoscopy. The results come from
different studies, which follow different assumpisoand screening strategies. With the exception of
Sonneberg et al. (2000}he studies in Table 4-23 estimate that the varsmieening strategies would
cost less than $13,000 on average to prolong argatilife by one year.

Table 4-22. Cost effectiveness of colorectal screéeg tests compared with no screening.*

Type of Loeve et al. Vijan et al. Frazier et al. Sonneberg
screening test (2000) (2001) (2000) (2000)

FOBT (fecal Strategy** Once ayear | Once ayear
occultblood test) | jte vears Saved** 4,200 1,896

$ per life-year saved $12,667 $81,679

1 *k
FI_eX|bI_e Strategy Every 5 years One test at Every 5
Sigmoidoscopy between age 50 age 55 ears
and 75 9 y
Life Years Saved*** 2,800 1,510 3,636

* By contrast, the economic analysis for tobacdodsised on the costs incurred as a result of smeldtated
disease, which means that there are no distinetv@ntions whose costs have to be compared.

® Sonnenberg et.al. (2000) produced cost-effectisenatios considerably higher than other studie§@BT and
signoidoscopy, partly because the authors made cmmservative assumptions of the reduction in nligrtaith
screening (Pignone, et al., 2002).
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Type of Loeve et al. Vijan et al. Frazier et al. Sonneberg
screening test (2000) (2001) (2000) (2000)
$ per life-year saved $1,200 $74,032
Colonoscopy- Strategy** Once at age Once at age Every 10
60 55 years
Life Years Saved*** 3,450 2,790 7,952
$ per life-year gained $130 $9,641 $28,143

Source: Loeve et al. (2000), Vijan et al. (2001), Frazier et al. (2000), Sonneberg (2000)
* If more than one schedule was evaluated for each type of test, the most cost-effective schedule is included in the table. Some screening tests were
evaluated in the studies but cost-effectiveness was not reported. Cost-effectiveness is not measured on the same year dollars.
**Schedule of test in the case of negative results. Assumption of further screening and treatment following positive tests vary by study.

*** Life-years saved per 100,000 persons 50 years of age.

In a more recent study, Maciosek et al. (2006) temtithe work of Vijan et al (2001) by including the
time that patients spend on being screened aspidme cost. Table 4-24 shows the adjusted cost-
effectiveness ratios for FOBT, sigmoidoscopy, anldrmoscopy. Even after adding the time cost of
receiving screening, costs for the three stratesyiesn the range $8,840-18,869 per life-year saved

Table 4-23. Cost-Effectiveness Ratios with a Broaded Definition of Cost

FOBT Sigmoidoscopy Colonoscopy
(Annually) (Every 5 years) (Every 10 years)
Discounted net costs adjusted to year 2000 dollars $183 $463 $323
Inflation-adjusted average cost effectiveness (per life- $8.355 $15,801 $7.561
year saved)
Discounted net costs with addition of time costs $292 $533 $378
Adjusted cost effectiveness (per life-year saved) $13,334 $18,869 $8,840

Source: Maciosek et al. (2006)

Conclusion.Research has yet to determine the most cost-aféestireening strategy for colorectal
cancer. This is partly due to the lack of knowledgd consensus on the biological behavior of cotate
cancer at different stages. Even when differentiition models were conducted with standardized
assumptions on cost and test characteristics,diteyot generate similar cost-effective ratios (NCP
2005).

Notwithstanding the variance in the estimates st-edfectiveness for any particular screening, the
consensus of medical community is that any colafeztncer screening is cost-effective when compared
with no screening for population 50 years and ol@aus, colorectal cancer screening should be
considered by policy makers as cost-effective;ddging activity. Since there is no clear indicatas to
which screening is more cost-effective, the choicthe screening should be made by medical
professionals and the patients.

4.1.2.9. Local Cancer Program Perspectives

In-depth interviews with Cancer coordinators ganepportunity for them to discuss program highlgght
Most of the Cancer program coordinators indicaled the provision of services to the communityris o
highlight of their local CRF Cancer programs. Sfieally, they discussed that their programs provide
education to Marylanders about cancer preventiointla® importance early detection and screening, as
well as screening services for low income, unindued underinsured individuals. Additionally, witte
cooperation of community providers, they have helpése awareness of, and participation in, the
Cancer program. Many coordinators stressed theriaapoe working with their coalitions and the
community to develop strong action plans that c¢ft®mmunity needs. In striving to reach minority
populations, many jurisdictions have establishéatiomships and communication channels with various
community partners that have increased minorityigipation in their coalition and program services.
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For some Cancer program coordinators, a prograhiigid is that pre-cancerous polyps are being
identified and removed through colonoscopies fundeder the CRF program, eliminating the possibility
that they will develop into cancer. Some coordimatwted that according to the available data,e&anc
rates are decreasing and, with the CRF prograrfostefat education and screening services, they
anticipate that the rates will continue declinendfly, a few coordinators suggested that livesoaiag
saved through the screening, diagnosis, and treatoheancer provided by the local CRF Cancer
programs.

Local health officers were asked for their opiniah®ut the highlights of the Cancer program, and ho
they thought the Cancer program impacts their conities. Most indicated that their local programs
have increased cancer screenings among indiviegkradsvould not be screened under other
circumstances. Many also indicated that their @ogr have raised awareness about the importance of
early screenings, cancer risks, and the availglmfifree screenings in their jurisdictions. Sormeall

health officers indicated that their programs hsweceeded in building strong coalitions that plan
programs targeted for the populations in their comities and provide important outreach to the
communities. A few discussed how their programsehalped to build strong relationships between the
health department and medical providers in thammoanities, which enables the program to achieve its
reach. Equally important, programs have built fetethips with the community that engender trust and
build understanding about the needs of their conitiegn

4.1.2.10. State CRFP Cancer Staff Perspective

State level CRFP Cancer staff were asked durirdgth interviews to describe highlights of the Ganc
program. Most of the Cancer staff said that thesiase in colorectal cancer screening was a major
highlight of the program. Providing health servidegctly to the public, especially low-income
populations was emphasized as a highlight. In @ineesvein, being able to make concrete changes, such
as increased education, diagnosis and treatmentdndtion of cancer mortality was mentioned. These
activities have increased the importance and Vityilaf cancer control in the State, and have been
facilitated by being able to bring people togetieriuding two cancer centers, health departments,
communities, and coalitions for a common causeak indicated that the cancer program has created
jobs at local health departments; encouraged shafimethods, tools, and data; and that the Program
serves as a national model.

4.1.3. To what Extent were Local Cancer CRFP Plans  Reflective of Community Needs and
Priorities Identified by Data?

4.1.3.1 Overview

The fact that most of the local Cancer programsigescreenings for colorectal cancer indicatesdaha
least to some degree, they are taking the recomaiend of the US Preventive Services Task Force and
the Task Force on Community Preventive Serviceg;windicated that colorectal cancer screening for
people aged 50 and over is a strongly recommerntdategy. Although breast and cervical cancer
screening is also highly recommended, jurisdictimteive federal funds through the CDC to provide
such screenings, so the need for these screerim@RFP may not be as great. According to the ssrve
conducted with local Cancer program coordinatorgppears that program coordinators are familiéin wi
the screening guidelines, and local and State sl to inform their program planning, and thatyth
consider this information during planning. Howeas,is discussed in Section 4.1.4, local Cancer
program coordinators feel limited in the flexibylithat they have for planning and implementingrthei
programs.
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4.1.3.2. Program Guidelines and Recommendations

Cancer programs appear to have taken into accofanmation provided through the surveillance and
evaluation activities of the program when planrtingjr local program education, screening, preventio
and treatment activities. Specifically, the Maryga@omprehensive Cancer Control Plan provides
information about evidence-based effective intetiems. Recommendations regarding the effectiveness
of interventions are provided, based upon findiings) the U.S. Preventive Services Task Force aed th
Task Force on Community Preventive Services. Adogrtb these sources, the following interventions
are strongly recommended or recommended:

» Colorectal cancer screening for men and women &6sy&f age and older
e Cervical cancer screening for women who have bernally active and have a cervix
» Breast cancer screening mammography every oneotgaars for women aged 40 and older

There was insufficient evidence for interventiofeefiveness to recommend screening for prostate
cancer, oral cancer, and skin cancer. Screeninlgrigrcancer was not recommended as an effective
intervention.

Some of these recommendations appear to have dlemminto account by the local Cancer programs, as
evidenced by the fact that almost all jurisdicti@mgage in screening for colorectal cancer. Alttoug
cervical cancer screening is highly recommendedbaedst cancer screening is recommended, only five
jurisdictions provide cervical and breast canceeesgings. It is not clear why comparatively few
jurisdictions focus on these two types of recomneehidterventions, but one factor may be that theee
federally funded breast and cervical cancer prograneach jurisdiction. Although there is insuffiot
evidence to indicate effectiveness of prostate @ascreening as an intervention, six jurisdictiprsvide

this type of screening. Similarly, five jurisdictie offer oral cancer screenings, and three jurisais

offer skin cancer screenings.

4.1.3.3. Familiarity and Use of Guidelines and Data

The surveys conducted with Cancer program cooraiisatsked about familiarity with and use of
available data for program planning. Cancer progeaordinators indicated high levels of familiarity
with local and level data on cancer incidende=4.38) and mortalityN] = 4.25), as well as State level
data on cancer incidenddl € 4.38) and mortalityM] = 4.38). In fact, between 92.0% and 96.0% of
respondents indicated that they are familiar wétbheof these sources of information. Similarly, €am
program coordinators are highly familiar with evide-based screening recommendatidhs: 4.58) and
with activities of other cancer prevention, edumatiscreening and/or treatment programs in their
jurisdictions M = 4.33).

While familiarity with sources of information iskey component to program planning, use of the
information is essential to planning programs Hrattargeted to the communities for which they are
intended. Cancer program coordinators indicatetabailable guidelines, data, and coalition member
input are important sources of information for gi@nning of their local programs. While all of the
sources of information probed were rated as beang vnportant for program planning, respondents
assigned the highest importance ratings to evidbased screening recommendatidisH4.71), which
all respondents (100.0%) rated as important or wapprtant for program planning. Coordinators also
take into account information from local level datacancer incidencéA = 4.54) and mortalityM] =
4.54), input from coalition memberBl(= 4.55), State level data on cancer incideite(4.46) and
mortality (M = 4.42), and the activities of other local carmergrams when planning the programs for
their jurisdictions.
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Given the importance assigned to local and Statd tata in program planning, the availability loist
data is an important factor for local programs.séish, coordinators were asked to indicate their
satisfaction with the availability and usefulne$$ocal and State level data. Most Cancer program
coordinators indicated satisfaction with the a\aiity of both local level data (75.09%/4 = 3.83) and
State level data (79.3%] = 4.13). Importantly, most respondents (82.6%) algicated that they find
the data provided by DHMH to be useful in theirgmam planningl = 4.09).

4.1.4. How well did the Surveillance and Evaluation Activities Work in the Cancer
Programs?

4.1.4.1. Overview

In addition to establishing a Surveillance Advis@gmmittee to provide guidance to the Unit of the
Center fore Cancer Surveillance and Control, th&&llance and Evaluation Unit was quite active and
established valuable data collection and data mong systems for the program. The tracking system
that was created enables examination of educatidrsereening activities, as well as screening ongso
By collecting information about where the educatias presented (for example, in a doctor’s officato
an event), how the education was presented (fanpbea a presentation to a small group or answexing
individual's questions posed at an event), and thieyeducation was presented (for example, during a
visit to the doctor, a presentation to someone was referred for education) will enable programs to
identify the quality of the education activitiesvasll as the reach of those activities. These daied

help local programs to plan outreach activities.

The Cancer Program has conducted annual cancéestsirequired by the statutes. They have also
conducted annual surveys that examine trends @esgrg levels.

4.1.4.2. Surveillance and Evaluation Accomplishment

When the programs began functioning in FY2001 ehegre no systems for tracking program activities
in place. Thus, the Cancer Program was chargedongtiting new systems for this purpose. Legislative
statutes required programs to implement statewideesilance activities to examine cancer-related
outcomes within the State and the jurisdictionsl @nconduct annual program evaluations. To perform
these requirements, the Cancer Program create&ditveillance and Evaluation Unit of the Center for
Cancer Surveillance and Control. The purpose oStineillance and Evaluation Unit is to:

1. Collect and analyze data relating to targeted aareed to the Cancer Program
2. Measure and evaluate the Cancer Program

3. Conduct a baseline cancer study

4. Conduct an annual cancer study.

To collect and analyze data and to monitor thevdiets of the Cancer Program, the Surveillance and
Evaluation Unit implemented two computerized tragksystems: one to collect information about
screenings, and one to collect information aboutation activities. This information can be exandia¢
the jurisdiction and State level. The data collédteough these systems provide detailed informatio
regarding education and screening activities. $ungedata provide information on type of cancer,
characteristic of the participants, and outcomée. dducation data can be enumerated by type oécanc
characteristics of the participants, and targeteanag (e.g., health care providers or the genenalig).

Contract Number: DHMH/OCPMP-06-9044 Cancer Progframlings 150



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

Information resulting from data collected throupk tancer screening and education databases is
compiled and made public on the State Website. Repulicating the number of people educated and
screened for skin, colorectal, oral, and prostatecer are available.

The purpose of the baseline cancer study was toderénformation on cancer incidence, mortalityg gt
of disease at diagnosis, statewide screening lgweldic health evidence, and public health intatiaas
for the seven targeted cancers. The baseline catumy was completed in 2000, and follow-up studies
have been conducted annually. The reports are pililee on the State website.

The Surveillance and Evaluation Unit has also irmaeted the Maryland Cancer Survey, a population-
based survey examining cancer risk and screeninavioers among people age 40 and older. This survey
was fielded in 2002 and in 2004, and is planne@@@6. During the years that the Maryland Cancer
Survey was not fielded, alternate surveys wereempeited. In 2003, a physician survey was fielded to
uncover information related to the Maryland Carservey finding that one common reason for not
receiving cancer screenings sited by responderdgtved physicians or health care providers did not
recommend screenings. In 2005, a trailer park suawnel a Latino cancer survey were fielded to alkow
examination of individuals most likely to fall ihe target population of the Cancer Programs (lo\8,SE
uninsured, or underinsured).

Finally, the Surveillance and Evaluation Unit udatabases including BRFSS and the Maryland Health
Care Commission and Maryland Health Services Cestd®v Commission for surveillance purposes. A
Surveillance Advisory Committee was establisheprtvide guidance and expertise to the Unit.

As mentioned earlier, Cancer program coordinatmticated that they are satisfied with the local and
State level data that is available to them for piag their programs. Importantly, program coordonat
indicated that the data provided by DHMH is usébulthem in planning and implementing their
programs.

4.1.5. What Factors Helped or Hindered the Implemen tation of the Cancer Programs?
4.1.5.1. Overview

Local program coordinators provided input via sys/and in-depth interviews regarding factors that
have helped or hindered the implementation of tleeal Cancer programs. Local CRFP Cancer coalition
members also provided input regarding facilitatord barriers via surveys. Local Health Officers and
State level Cancer Program staff were also askpdotode information about program facilitators and
barriers during the in-depth interviews.

Through the surveys and in-depth interviews loaah€&r program coordinators indicated that the Gance
programs have been helped most by having the stippoelationships with care providers, having
knowledgeable and capable staff, and having funtingplement their programs, and having good
communication with and support from DHMH. State GarProgram staff also feel that their
communication and guidance has facilitated thel lpagrams.

During interviews, local program coordinators aockl health officers indicated that funding issues
cause the biggest barriers for their programs. i8paity, programs face a lack of funding to supptie
screening demands in their communities, they laokling for treating cancers that are detected tiivou
their screening activities, and fluctuations indiny create problems with program planning and
continuity. Lack of funding for staff was also miemted by some State Cancer Program staff as aa issu
for local program implementation. According to tbeal program coordinators, implementation has also
been hindered the by the time and effort requisethb Cancer Education Database, difficulties in
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recruiting and retaining physicians, the lengthyoprement process, and limited flexibility in local
decision making.

4.1.5.2. Facilitators and Barriers

General Facilitators. On the Cancer coordinators surveys, Cancer codmgaere asked to list the top
three facilitators to implementing their prografst respondents were able to provide three program
facilitators. The most common facilitator mentionveals the relationships with and support programs
receive from care providers. During the in-deptieliviews, this facilitator was mentioned by some
coordinators, who indicated that the cooperati@y tieceived from the healthcare community and the
local physicians in establishing the program s¢ itha&ould address the needs of everyone in theesys
As indicated in Table 4-25, having capable and Kadgeable staff was also an important facilitator
identified on the surveys, and was also mentiornyesbine coordinators during the in-depth interviews.
Some stated that they would not be able to praviddevel of outreach that they provide were it flioot
the dedication and hard work of their local staff.

On the surveys, funding was an important facilitéigied by some Cancer program coordinators. This
was echoed in the interviews, in which some co@tdirs mentioned the importance of the funding from
the CRFP, the opportunity it provides for them tovide screening services to the community, and the
capability to leverage these funds to extend tpesof services that are available. Community sttppo
and communication with and support from DHMH welsodisted on the surveys as facilitators by some
coordinators. During the in-depth interviews, thigdgnce and communication from the DHMH was one
of the most commonly stated facilitators for imptaring the Cancer program. Cancer program
coordinators indicated that the DHMH staff workdhém answer questions, make programmatic
suggestions for improvement, review and commergrogram materials, and generally respond to the
needs of the local programs.

A few respondents indicated that the support tleegive from their local coalitions and having good
leadership, being able to conduct community outreaents, having a good relationship with their
MOTA program, and having support from their Locadith Departments are important facilitators for
implementation of local Cancer programs. Duringithdepth interviews, a few coordinators mentioned
that the support they receive from their Healthi€@ffs is an important facilitator for their progrgm
particularly in allowing them to carry out the pram in a way that they see as appropriate for thejet
populations. Other facilitators mentioned during surveys include support from faith-based
organizations and physicians, availability of ga@heesources, increased program marketing, inctease
public awareness of screening needs, being alsleaiee information and resources across countids, an
having a good understanding of disparities.

Table 4-24. Facilitators for Implementing Local Carcer Programs

Second Third
Most Most Most Total

Facilitator Important | Important | Important | Mentions
Providers support/relationships 6 4 3 13
Capability and knowledge of staff 6 2 3 11
Funding 4 2 0 6
Community support 2 2 1 5
Communication and support from DHMH 1 0 3 4
Coalition support 0 3 0 3
Good leadership 1 1 0 2
Community outreach events 0 1 1 2
Relationship with MOTA vendor 0 2 0 2
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Second Third
Most Most Most Total
Facilitator Important | Important | Important | Mentions
Local Health Department support 0 0 2 2
Increased public awareness of screening needs 1 0 0 1
Faith-based community support 0 1 0 1
Sharing resources across counties 0 0 1 1
Understanding of disparities 0 0 1 1
Total 21 18 15 54

Source: Cancer Program Coordinator Survey

During in-depth interviews with local health offisddentified several facilitators for their lo&@ancer
programs. Of the five most commonly mentioned fetdrs for the program, two were internal and ¢hre
were external. Specifically, the internal facilideg included having dedicated and knowledgeabla loc
program staff to plan and implement the programd,teaving a strong coalition that guides and presot
the program. The external facilitators includeddkailability of support and assistance from theté&t
level Cancer program staff, having good relatiopshwith the health care providers in the community,
and having the funding to provide screenings tividdals who would not receive them otherwise.
Moreover, local health officers pointed to the stgdramework provided by screening guidelines and
through having existing programs upon which todbthleir programs as being helpful in planning and
guiding their activities.

Cancer coalition members that responded to theitibmaMembers Surveys also indicated the top three
program facilitators from their perspective. Slighess than a third of respondents provided adtleae
facilitator. The most important facilitator mentaxhby respondents was having the support of tred loc
health department staff. Next, they mentioned t@ttie support of the local coalition, such as gjron
coalition leadership, collaboration among membans, a good membership mix (for example,
participation by minorities and national servicgamizations). Outreach efforts and the supporef t
general community were also named as importantlersato the program’s success. A few respondents
mentioned the availability of funding and the supd the medical community as facilitators.

DHMH support facilitators. When asked specifically about the types of suppatided by DHMH

that have facilitated the implementation of theald€ancer programs, many coordinators cited th@ ope
and direct communication and technical supportiplexy by DHMH as being very helpful. The
coordinators indicated that DHMH staff are easdgessible and very responsive in addressing
programmatic questions or issues. Many coordinatsis noted the development and training for the
databases, particularly the client database, &g lpairticularly noteworthy. The monthly teleconfeses,
regional meetings and site visits were viewed byesas helpful, particularly where information can b
shared peer-to-peer about how the jurisdictionsllealnvarious issues faced by the programs.

Some Cancer program coordinators mentioned thdutedss of the Health Officer Memos, and they
particularly appreciated the database that wasloleee to reference the various topics for the mesaos
that research could easily be completed to findaghpgropriate memo. A few coordinators mentioned
DHMH'’s assistance in obtaining speakers for locaktings, developing contract templates and clinical
guidelines, and orientation for new staff as hdlpfumplementing the local Cancer programs.

Local support facilitators. When asked what local support they have receivéaplement their local
Cancer programs, many of the Cancer coordinatorgiamed receiving support and leadership from their
local health officers in implementing and operatihg program. Additionally, health officer and lbca
commissioner support and tolerance in providingecage of cost overruns when funding became an
issue were mentioned as a facilitator. Some ottwedinators reported strong support from theialoc
hospitals and physicians, both in providing serwiged in networking and leveraging local resources.
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Having coalition members with similar goals for theal program and community organizations that
opened their meetings for outreach efforts were misntioned as strong supporters in implementiag th
program.

State DHMH staff perspective.During in-depth interviews, State level CancergPam staff identified a
number of factors that enabled the local-level enpntation of the Cancer program. Most of the Gance
staff said they thought the timely and collegiaidgunce they provided to local programs was heljpful

the implementation of the program. Such guidanckuded: clinical guidance, database guidance, and
various documentation (updated and easy-to-unaetseanplate contracts, guidance documents, and
health officer memos). They added that they thotighguidance was provided through timely and
efficient communication and that the communicatietwork that they built allowed for ease of
information dissemination. Similarly, Cancer stfited that they thought providing counties with
immediate feedback was helpful. One Cancer staffibeg also mentioned that s/he thought the program
design was helpful in that it gave the countiesfigrability to decide how they wanted to spendithe
funds.

General barriers. Survey respondents were also asked to list theesebs to program implementation,
excluding budget, staffing, and community suppwttich were probed separately. Most respondents
were able to provide one or two barriers to Capecegram implementation, and some were able to
provide three barriers. The most commonly stateddydo Cancer program implementation was the time
and effort required to use the Cancer Educatiolizee (Table 4-26). It appears that Cancer program
coordinators find reporting activities into the €anEducation Database to be time consuming, atd th
the information that is gleaned from the databataive to the time taken to enter data into ihisimal
from their perspective. Additionally, having todkamultiple data reporting systems for Cancer aogr
activities is seen as an obstacle. Interestinghemthese same respondents were asked to rate their
satisfaction with the Cancer Education Databaseraporting mechanism, most indicated high levéls o
satisfaction (73.9%y1 = 3.78).

Difficulties in recruiting and retaining physiciartee lengthy procurement process, limited flexipiin
local decision making, lack of patient follow-thgiuto go beyond screening, and difficulties in
developing and maintaining an active coalition weaseriers listed by some respondents. Other barrier
listed included lack of media coverage, difficugtting the community involved in the program,
difficulty coordinating service delivery across tiplle locations, lack of funding, and cultural and
language barriers. Several other barriers werediby single respondents.

Table 4-25. Barriers to Implementing Local Cancer lPograms

Second Third
Most Most Most Total
Barrier Important Important | Important | Mentions

The education database

Recruiting and retaining physicians

Procurement process

Limited local decision making flexibility

Lack of patient follow-through

Developing and maintaining active coalition

Lack of media coverage

Difficulty getting community involved

Difficulty coordinating service delivery in multiple locations

Lack of funding

Cultural and language barriers
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Coalition membership requirements
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Second Third
Most Most Most Total

Barrier Important Important | Important | Mentions
Not enough time 1 0 0 1
Lack of support from LHD 1 0 0 1
Lack of support from MOTA 1 0 0 1
Excessive paperwork requirements 0 1 0 1
Negative association with health dept within the community 0 1 0 1
Lack of reliable education data 0 0 1 1
Not enough staff 0 0 1 1
Total 19 15 10 44

Source: Cancer Program Coordinator Survey

Local Cancer program coordinators were given arodppity to discuss program barriers further during
in-depth interviews. The most common barrier tham¢2r coordinators identified when asked what
barriers they face in implementing their progranasiunding issues. Coordinators indicated thattiser
often not enough funding to support the numbercodenings requested in their jurisdictions. Notih@v
funding for treatment makes it difficult to fullydeninister the local programs, because the locajrpras
may not have readily available resources to offaniindividual receives a positive cancer screen.
Recruiting providers and specialists to participatthe program can be problematic due to the low
reimbursement rates. The funding for the local @apcograms has remained flat for the past thraesye
but costs have risen, and it is affecting stafaisas and benefits, as well as the number of sorgen
services the program can fund.

Similarly, when local health officers were askedinly the in-depth interviews what barriers locahCer
programs face, many pointed to a lack of fundirsgyvell. Specifically, local health officers suggest
that the funds do not allow programs to providerises beyond screening, and that follow-up scregmin
for individuals who receive positive screening tesduring a cycle are not accounted for in subsagu
program funding. Therefore, as the number of ababfimdings increases, more funds must be
earmarked for repeat screenings, resulting in féuradts available for new screenings. Similarly,
fluctuations in funding were seen as a barriesfome local health officers who suggested that fumdi
fluctuations create difficulties in maintaining ftag and interested community organizations analthe
care providers.

A few local Cancer program coordinators mentiored they are challenged because the program was
intended to be shaped to meet the local needgdiirne went on, they feel that it has become more
prescriptive and the local programs are forcedtd the same, with the same clinical standardsygor
contracts, and data gathering. Some discusseththablume of data that must be reported is
burdensome, and that the data entry system recuigf time to administer. Additionally, althdug
program coordinators indicated that they receiyegr@mriate guidance and support from DHMH, some
indicated that the volume of information that tlegeive from the State is excessive. In partictles,
number of Health Officer Memos that are sent toldleal programs was described by some coordinators
as “overwhelming.”

According to local program coordinators, hiring dhd effects of staff changes have impacted a few o
the local programs. The hiring process takes cenafile time, and staff training for new hires dsltye
ongoing work of the program, causing the staffetel pressure to catch up. Other program barriers
identified by the local coordinators included chaties with maintaining an active coalition, diffigu
getting clients to follow up after they have beeresned, and the cumbersome nature of the grant
application.
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A few local health officers indicated that they balifficulty finding specialists in their jurisdioins that
can provide the services needed under their Caanograms. Other barriers mentioned included
difficulties in reaching and gaining interest ofget populations, issues with the rigidity of the
administrative spending limits and how funds carsent within the programs, and the time consuming
reporting requirements for the local Cancer program

Cancer coalition members that responded to theititoaMembers Surveys were invited to list the top
three program barriers from their perspective.tligless than a third of respondents providecast

one barrier. The most commonly mentioned barrientioeed was inadequate funding, including the lack
of timeliness and inequitable distribution of fun@ise next most frequently mentioned response was
ineffectiveness in outreach. Coalition-related lerajes were a third important barrier, with
dissatisfaction with the mix of members being acesn. Respondents also expressed a desire to see
increased coalition membership and/or attendanoesatings. A few also mentioned that disagreement
among members and lack of clarity about membetesrim the coalition are barriers to program
implementation. Also mentioned were language ducall barriers, lack of time or scheduling confict
lack of communication and leadership, and disisteaenong potential or existing clients, which intss
fearful attitudes. A few respondents mentionedaasidrs the lack of personnel, the inability to\pde
treatment to screened clients, lack of support fleenmedical community, insufficient resources, and
lack of transportation among target populations.

Government bureaucracy barriers.When asked whether they experience barriers iteimgnting their
local Cancer programs due to government bureauetattie local level, most coordinators indicatedt th
they do not. However, a few indicated that theyegperience problems getting contracts approved,
getting bills paid for providers, and resolvingch$ administration problems due to local requiretsien
and policies. A few coordinators discussed arearavthey lacked local support, particularly in igett
grant monies released at the county level and kailegto promptly execute contracts with providers.

Grant Requirement Barriers. Two main issues regarding the grant applicatiouirements were
identified by local Cancer program coordinatorsimgyiin-depth interviews. First, many of the
coordinators indicated that the grant applicatiorcpss is tedious, redundant and very labor intensi
because the same information is requested in \v@seations of the applications. Second, some
coordinators suggested that the grant review psosesxtremely detailed, resulting in a very leggth
review and approval process. Thus, often the ananelaot made until October or November, reducing
the period of time within which they can meet thmrformance goals by up to four months. The delay
funds also makes it difficult to retain providemt@cts and to maintain continuity of program sezsi
Interestingly, during in-depth interviews, StatedeCancer program staff recommended removing some
of the statutory requirements in the grant appbecet suggesting that some of the items have ravepr

to be very useful for planning purposes and caaterextra unnecessary work for applicants.

Staffing issuesOn the surveys fielded by AIR, Cancer program dimators were asked to provide
information about their current staffing and taertiteir agreement with statements regarding regsons
difficulties in hiring and maintaining staff. Aimbthree-quarters (70.8%) of respondents indicdtatl t
they have had staff vacancies during the past I&hsptwo-thirds (61.9%) indicated that they haad h
staff turnover during the past 12 months, and alra¥ (41.7%) indicated that they currently hataffs
vacancies.

Approximately one-half of Cancer program coordingiexpressed concern regarding their ability teroff
competitive salaries (M = 3.36), but only one-th({86.3%) indicated concern about abilities to offer
competitive fringe benefits packages to attractmathtain staff (M = 3.00). Difficulty hiring qudied
staff (M = 3.30) and problems with availability @fimited pool from which to hire qualified staf¥l(=
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3.13) were expressed by approximately one-haléspondents, and overall do not appear to be isdues
great concern for Cancer program coordinators.

Community Sector Support.Cancer coordinator survey respondents were askedeahe level of
support (from very strong to very weak) that thegaive from several community sectors. It appdet t
community support for local Cancer program effeetsds to be somewhat neutral from most of the
sectors probed, and for most jurisdictions. Supfrorh adults was rated that highest (M = 3.83),
followed by support from community leaders (M =48.@nd local media (M = 3.22). The sectors from
which programs perceive the least strength in sd@we from youth (M = 2.29), school officials (M =
2.63), and local businesses (M = 2.96).

Respondents were asked to rate the extent to vahiatk of support by the sectors affects program
implementation. With the exception of adults (66)7Bcal media (60.0%), and local businesses
(55.6%), lack of support from the community secteas seen as having an effect on program
implementation by one-half or fewer of the resparse

State DHMH staff perspective.Half of the Cancer program respondents mentionadkaof resources,
such as funding or staff, as a program-level batoiémplementation. For example, Cancer staff said
there is staff turnover at the local level dueow kalaries (for outreach staff and nurses in Qagr).
Counties that are not self-ruled (i.e., they camtestelop their own pay scales) and smaller coustiéfer
more turnover because of employee dissatisfacfioth specific regard to funding, Cancer staff Shialt
local programs do not know how much funding thelf have in advance; with only two months notice,
local program administrators have difficulty fosterallegiance among their employees. In addition,
some county programs are unable to accept newngmbecause they only have the budget to fund those
who are due for repeat visits in the coming yeafinAl barrier mentioned by Cancer staff related to
health officer involvement. The respondent staled they thought health officers, while they conério
be very knowledgeable, were more involved initidlign they were at the time of the interview.

4.1.6. What Changes, if any, Should be made inthe  Cancer Programs?
4.1.6.1. Overview

Most of the changes that local Cancer program ¢oators suggested were administrative in nature. Th
biggest concerns and requests for change relatedding. Other changes included reducing reporting
requirements and clarifying the goals and visiothefProgram including specification of the locahls

as well as the overarching statewide goals.

4.1.6.2. Local Program Coordinator Suggestions

Most of the changes suggested for the Cancer pregveere administrative in nature. In the interviews
with the local Cancer program coordinators andllbealth officers, the biggest concern expressesl wa
around program funding. These concerns includdotted program funding levels and the need to
establish a means to fund treatment when activeetas identified. As such, many of their suggested
changes to the Cancer program were around fundsugs. The suggested changes included providing
ways for a more timely dissemination of annual &rektending the life of the funds across fiscarge
so that programs may address any spikes in sateitend; and reallocating resources across
jurisdictions where the funds are not being usextaBse the need for certain services is so dynamic,
some coordinators mentioned that budgeting on awgtfortened timeframe is extremely difficult, ammd n
having the needs coincide with the budget couldlt@s negative ramifications to local funding rther
fiscal periods.
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Coordinators who suggested that the CRFP maketemattto identify a means to fund treatment
services expressed a concern that the programntiyries no solid options to provide treatmentia t
event active cancer is identified. They point te bineast and cervical cancer program that has atedic
treatment funds available, but several have sugddbat perhaps the CFRP could consider consaliglati
the unobligated annual CRFP allocations for toterasstatewide fund that each jurisdiction coulcksas
when an individual with lacking resources is idéeti with cancer and treatment is needed. If thisat a
potential source of funding, coordinators suggestgioring access to Medicaid or Medicare resoyrces
but acknowledged that this source requires a bneafdtnowledge that is difficult for them to acqgiir

Not having a source of funding for treating act@@ncer patients was identified by some as making it
difficult for the local programs to deal with casdg<Cancer when they are identified. It also présan
philosophical dilemma for the Cancer coordinatord lcal officials when they are marketing an
education and screening program, but cannot deflthe results of the screening efforts. Coordirsato
are concerned that people in the uninsured or ursleed population will not access the available
screening services if they cannot be assuredhbgtwill receive treatment as needed.

Some local health officers recommended reducingl#te reporting requirements for the local Cancer
programs. It was suggested that if the reportiggirements for all program aspects were integratied
a single reporting system, it might ease the rapgptiurden. Furthermore, some feel that the reqorti
requirements for the education activities are esiegesn comparison to the utility of the informatio

Some local Cancer program coordinators mentionaitiiey would like more clarity regarding the
philosophy for the Cancer program. The concernsded on the need for a clear statement of the goals
for the program, including specification of thedbgoals as well as the overarching statewide goaie
considered and addressed, and how the statewitte ggabe addressed while still allowing for
flexibility at the local level. Furthermore, theyggested that they would like information about b
local programs are progressing toward these gasalsdecated by the program data.

4.2: To what Extent was Minority Outreach and Participation Achieved?

4.2.1. To what Extent were Racial and Ethnic Minori  ties Served Through the Local Cancer
Programs?

4.2.1.1. Overview

Local program activities. The local cancer programs are required to includection in their grant
proposals indicating their plans for ensuring thatorities are served. All jurisdictions includdtse
plans for all years. Grantees are additionally meglto include educational and screening achiememe
goals for each year. Not all of the grantees inetLicheasurable achievement goals related to minority
education and screening. However, it is clear ftbendata that minorities are being educated and
receiving screenings through the local cancer progr

* Minorities constituted about 47% (or 251,858 pegpiéthose attending one-on-one or group cancer
education

» Between FY2001 and FY2006, minority individualseiwed approximately 58% (21,780) of the
screening tests.

Maryland cancer disparities by race.According to BRFSS data, Maryland’s colorectalazan
screening rates are above average compared with stites. However, there remains a disparity in
colorectal cancer screenings for African Americdse of the focus areas of the CRF Cancer Proggam i
to decrease the health disparities between diffesttimic/racial groups. The clear disparity between
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African American and White individuals in Marylamdho were screened using colonoscopy or
sigmoidoscopy in 2004 indicates continued needidousing efforts on educating and screening
minorities.

A health disparity exists in mortality rates forridhn Americans compared to Whites. In terms ofthea
disparities for the targeted cancers, African Aeans consistently have a higher mortality rate thair
White counterparts, with the greatest differengeeaping in prostate cancer mortality. The dispanty
mortality rate for all cancers other than skin eans considerable. The disconnect between mgrtalit
rates and the percent screened may stem fromc¢hehéd screenings, while helpful in decreasing the
number of cancer-related deaths, are just oneedfittors that influence mortality rates. Additittya
increases in the percentage of people screenediiea year have long-term benefits that may help t
decrease the mortality rate in the future, but milil provide an immediate impact in the given year.

4.2.1.2. Local Program Activities

The percent of minorities that are being educatethé programs has increased over the course of the
program (Table 4-27). In FY2001, the percent ofariies educated by the CPEST grantees in Maryland
(31.0%) was fewer than the percent of minoritiethm State (36.7%). This remained the case in F2200
although the percent of minorities educated througkhe State increased slightly to 35.0%. A
changeover occurred in FY2003 when 44.5% of thdseated were minorities. This increase was
sustained during FY2004 (51.0%), FY2005 (51.7%) Rv006 (50.8%).

A total of 19,315 cancer screening tests (approbeéma 7% of all screening tests) were provided to
minority individuals through the Cancer Programe lercentage of screening services that were
provided to minorities increased each year from 012to FY2003, and remained stable from FY2003
through FY2006, and the percentage of minoritiesiliom screening services were provided was
greater than the percentage of minorities in tla¢eSturing each year See Tables D-16 and D-17 in
Appendix D for jurisdiction-level detail.

Table 4-26. Number and Percentage of Minority Indivduals Served Through Cancer Program by
Jurisdiction and Fiscal Year

Jurisdiction FY2001 FY2002 FY2003 FY2004 FY2005 | FY2006 | Total
Number of minorities 4,757 22,548 45,323 56,872 58,181 | 64,177 | 251,858
educated

Percentage educated

D 31.0% 35.0% 44.5% 51.0% 51.7% 50.8% 47.3%
who are minorities
Number of screenings 416 4,416 5,556 4,951 4,150 | 2,291* | 21,780
provided to minorities
Percentage of
screenings provided to 41.8% 57.3% 58.8% 58.2% 58.9% 56.8% 57.7%

minorities

Source: DHMH Cancer Education and Screening Databases, November 2006; DHMH Breast and Cervical Cancer Database, April 2006
* = A breakdown of breast and cervical cancer screenings for minorities was not available for 2006, so that data is excluded here

4.2.1.3. Maryland’s Cancer Disparities by Race

While, according to BRFSS data, Maryland’s colcgiecancer screening rates are above average
compared with other states, there remains a dtgparcolorectal cancer screenings for African
Americans. For both simoidoscopy or colonoscopy@8T screenings, the screening rates in 2002 and
2004 were similar (Figure 4-7). However, by 200w sigmoidoscopy or colonoscopy screening rate for
Whites had increased substantially to 65.3%, wthidescreening rate for African Americans only
increased to 55.3%. For FOBT, the screening ragesedsed for both African Americans and Whites.

Contract Number: DHMH/OCPMP-06-9044 Cancer Progframlings 159



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

However, the decrease was less substantial forad/t#0.1% to 33.9%) than for African Americans
(41.0% to 31.2%).

Figure 4-6. Screening rates for colorectal canceniMaryland by race (2002 and 2004).

<—\White
< African-American

Sigmoidoscopy/

Colonoscopy E
65.3% i
55.5% i FOBT
53.5% 55.2% !
L 41.0%,4 10
i 33.9%
! 31.2%
2002 2004 i 2002 2004

Source: BRFSS 2002 and 2004

Note: Confidence intervals are presented in Appendix C

* Colonoscopy/Sigmoidoscopy for both sexes screenedageb0+
* FOBT for both sexes in the past two years, age 50+

The CRF Cancer Program’s Focus on MinoritiesOne of the focus areas of the CRF Cancer Program
is to decrease the health disparities betweenrdiffeethnic/racial groups. Research directly liaksess

to health care and minority populations by indiogtihat racial and ethnic minorities have highéesaf
poverty, lower education status, and less accdssalth care coverage as a source of primary Vdaed

et al., 2004). In order to focus on decreasingdit#ferences, the CRF Cancer Program focuses
resources on providing no-cost screenings to uneasand under-insured Maryland residents. Such a
program is likely to benefit predominantly mincggiwho have less access to cancer screening ceverag

The disparity between the number of African Amerigadividuals in Maryland screened using
colonoscopy or sigmoidoscopy in 2004 and their Whdunterparts displayed in Figure 4-7 indicates
continued need for focusing efforts on educating) sareening minorities. As DHMH indicated that the
Cancer Program was the sole source of free scigefin colorectal cancer in Maryland, it is necegsa
for this program to continue to provide screenimgsrder to help close the gap.

As shown in Table 4-28, the percentage of coloteetacer screens that were provided to African
Americans ranged from 41.4% in FY2001 to 19.2%Y2603. Since the inception of the program,
approximately 23.7% of the screens were providedftican Americans. This is similar to the
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percentage (23%) of African Americans 50 yearsgef and above in the Maryland population (U.S.
Census Bureau, 2004).

The Cancer Program has been successful in provadiagge number of free colorectal cancer screening
tests throughout Maryland. The Cancer Program d@asskd its efforts on the uninsured and underidsure

population, and it appears that the program benafgreater proportion of all race/ethnic popuretio
than their representation proportion in Marylanabpulation. However, more outreach activities may b
desirable to African American communities in orttebridge the existing gap between White and

African Americans in colorectal cancer screenirtgsa(See Tables D-18 through D-21 in Appendix D
for jurisdiction level details).

Table 4-27. Percent of Colorectal Screening Testsd¥ided by Fiscal Year and Race/Ethnicity, and

Census
2000

Race FY2001 FY2002 FY2003 FY2004 | FY2005 | FY2006 Total Census
White* 56.2% 66.7% 70.6% 71.0% 66.2% 62.2% 67.4% 64.0%
African American* 41.4% 23.7% 19.2% 20.3% 25.4% 29.3% 23.7% 27.9%
Hispanic/Latino 3.0% 24.5% 18.2% 14.9% 13.4% 10.9% 16.8% 4.3%
Asian* 1.4% 8.9% 9.4% 7.8% 6.7% 7.1% 7.9% 4.0%
Other** 1.0% 0.7% 0.8% 0.9% 1.7% 1.4% 1.1% 0.3%

Source: DHMH Cancer Screening Database, February 2007 and 2000 Census to show Maryland’s race/ethnic population makeup
Note: Screenings for which the individuals did not indicate a race were excluded from the analysis
*Includes Hispanic/Latino

**Other includes, American Indian or Native Alaskan, Hawaiian, and Multi-race (indicates that more than one racial category was checked)

Mortality Rates. Cancer is the second most common cause of dedik ldnited State after heart
disease, yet the American Cancer Society sugdestat least half of the new cancer cases eachayear
caused by cancers that can be prevented or detatigdthrough screening (American Cancer Society,
2007). Early detection increases the likelihoodwlviving cancer, as survival rates are highly deleat
on the stage of the cancer at diagnosis. Therthere main stages of cancer: localized, regiomal, a
distant. The localized stage is the most treatstlge and provides the highest chance of surnBaaicer
screenings are an effective means for increasirlg @etection and helping to diagnose cancers while
they are still in treatable stages. This in turréases the chance of survival and helps to Imitntumber
of cancer related deaths (Ward et al., 2004). mbeeased number of screenings conducted in a given
year will not directly influence the mortality rafier that year, but will have long-term benefitatthwill

be apparent in the future.

While screening rates in Maryland are generallyhbighan screening rates in other states and ginethi
than the national targets, the State has not aethithis standard in mortality related to the sesaamcers
targeted by the program. Mortality rates for maagaers remain higher than the Healthy People 2010
goal both in Maryland and nationally.

For all cancers (not only the seven targeted byCwecer Program), the Maryland mortality rate of.99
per 100,000 people in 2003 was well above the Natiblealthy People 2010 objective of 159.9. For
three of the seven cancers targeted by the Canagra (cervical, skin, and oral cancers), the alibyt
rates in Maryland and nationwide are so low thiieténces between Maryland, other states, and the
Health People 2010 objective are not meaningfuk iEttes for each cancer were lower than four people
per 100,000 in 2003.

For lung, breast, colorectal, and prostate camsere than half of the states in the nation havetgeb
mortality rate than Maryland. However, for prosteécer, although Maryland is rankédtghest, the
mortality rate of 28.2 people per 100,000 is lotien the National Healthy People 2010 Objective of
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28.8 per 100,000, but exceeds the Maryland 201D §be lung cancer mortality rate (57.4 per 100)000
is farthest from the objective (44.9 per 100,00@ntany other targeted cancer.

Table 4-28. Mortality Rates per 100,000 People Malgnd and Nationally by Race and Cancer Type
(2003).

MD Mortality MD : Healthy
Type of MD MD Mortality Rate African Mortality National low People 2010
Cancer Rank* Rate American Rate White Mortality Rate Objective
All Cancers” 23 194.9 228.2 188.7 144.9 159.9
Lung 20 57.4 64.5 56.5 24.7 44.9
Breast 14 26.7 35.0 24.3 16.7 22.3
Colorectal 24 19.3 26.5 17.7 14.6 13.9
Prostate 9 28.2 52.3 23.8 16.1 28.8
Cervical 30** 2.0 3.6 1.4 1.3 2.0
Skin 34+ 25 N/A 3.2 2.0 25
Oral cancer 31*** 24 2.9 24 1.6 2.7

Source: Death data provided by the National Vital Statistics System public use data file. Death rates calculated by the National Cancer Institute using
SEER*Stat. Death rates are age-adjusted to the 2000 US standard population (19 age groups: <1, 1-4, 5-9, 80-84, 85+).

*Rank out of all 50 states and District of Columbia. Rank measure from state with highest mortality rate (1) to state with lowest mortality rate (52).

** Rank out of 38 states due to the fact that there were less than 15 deaths per year over rate period in some states.

*** Rank out of 48 states due to the fact that there were less than 15 people deaths per year over rate period in some states.

1“All cancers” refers to all cancers, not only the seven targeted by the Cancer Program.

As Table 4-29 shows, a health disparity exists amtality rates for African Americans, who had a
mortality rate of 228.2 for all cancers, compam@i\thites, who had a lower mortality rate of 188n7.
terms of health disparities for the targeted cas)o&frican Americans consistently have a higher
mortality rate than their White counterparts, vitie greatest difference appearing in prostate cance
mortality.

Health disparities, stemming from socioeconomitustarace/ethnicity, and the combination of these t
factors, influence access to cancer screeningge stiadiagnosis, access to appropriate treatmedt, a
ultimately the survival of minority populations batg with cancer.

Numerous studies have indicated the mortality riteéfrican Americans are noticeably higher than f
White Americans (Shavers & Brown, 2002; SiminofR&ss, 2005; USDHHS, 2000; Ward et al., 2004,).
African American men and women have the highesthdesde for all types of cancer combined compared
to all other racial and ethnic groups in the Unigtdtes. African American males have a death rdte 1
times higher than White males, and African Ameritemales have a death rate 1.2 times higher than
White women for all types of cancer. Specificalyrican American males have a 1.37 times higher
death rate for lung and bronchus cancer and 2desthigher death rate for prostate cancer thanéWhit
males. African American women have a 1.3 timesdvigleath rate for breast cancer and 2.2 times highe
death rate for cervical cancer than White womenr@/¢a al., 2004).

The difference in preventative measures used lbgrdiit racial/ethnic groups is one contributingdac
leading to differences in the stage of diagnosisapicer, and consequently, mortality rates. Suareik,
Epidemiology, and End Results (SEER) data from 1Z®®&0 suggests that nationally, 42 % of colorectal
cancer was diagnosed for White individuals in tealized (most treatable) stage and only 19 % sé<a
were diagnosed in the distant (least treatablgestia contrast, 39 % of colorectal cancer casebdth
African American and Hispanic individuals were diaged in the localized stage and 25% (African
American) and 22% (Hispanic) were diagnosed irdis&ant stage (Ward et al., 2004). Early deteason
one of the key factors for survival as the stagdiagnosis is one of the factors that ultimateRuience

the mortality rates.
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Conclusion. The Maryland Cancer Program has focused on pmyidducation and screenings to
Maryland residents in order to increase the chématecancers will be diagnosed in treatable stafjes.
focus on detecting cancer early has been diraattgdl in medical reviews to increases in life expacy
and decreasing mortality rates caused by canceefisan Cancer Society, 2007). The program focuses
on seven types of cancer linked to tobacco uskydimg colorectal, breast, cervical, lung, prostated

skin cancers.

The number of cancer screenings provided by the/lslad Cancer Program illustrates the tremendous
effort that Maryland has devoted to combating cesmtleat may be caused by smoking. Since the
program’s inception, it has provided screeningsidoviduals who might not have otherwise been
screened. In the year 2004, Maryland ranked amuoagop 10 states with the highest percentage of
screens conducted for breast and colorectal cartdevgever, the percentage of African Americans who
have received screening was lower than that of Weite counterparts, especially in colorectal @nc
screening. To help minimize the disparity, the @arRRrogram specifically targets uninsured and
underinsured population in Maryland to provide fseeeenings. While it is likely that such program
should benefit minorities more than it helps theité/population, there has not been evidence showing
the closing of the gap.

Maryland ranks high in screening rates comparaather states across the nation, yet the mortadtgsr
remain above the national average for four of #edtlest cancers targeted by the Cancer Program and
for all cancers combined. This lack of congruene®vieen mortality and screening rates is mimicked fo
minorities. The disparity in mortality rate for athncers other than skin cancer is considerable. Th
disconnect between mortality rates and the pesm@etned may stem from the fact that screeningte wh
helpful in decreasing the number of cancer-reldesiths, are just one of the factors that influence
mortality rates. Additionally, increases in theqmartage of people screened in a given year hagg lon
term benefits that may help to decrease the mgrtatie in the future, but will not provide an imdigte
impact in the given year.

4.2.2. What Factors Contributed to, or Hindered, Mi  nority Outreach and Participation in
the CRFP Cancer Programs?

4.2.2.1. Overview

Outreach facilitators. Most of the local programs actively outreach toaanity populations in their
communities. Outreach facilitators identified bgdbprogram coordinators included working with lfiait
based and community organizations, taking culty@tipropriate perspectives on outreach, and
opportunities to conduct outreach in person and-fagface.

Outreach barriers. One barrier to conducting outreach relates tdeable of available treatment funding,
presenting programs with a dilemma of screeningiddals who do not have resources to obtain
treatment if they test positive. Other barrierdude competing health priorities for minority poatibns
and lack of minorities in some jurisdictions.

MOTA. Satisfaction with MOTA activities to enhance oath at the local level is mixed. While some
local program coordinators indicate that MOTA assigith recruiting and maintaining minority
representation on coalitions, as well as staginbieaplementing outreach activities, others indidag
MOTA does not assist with minority outreach in tharisdictions.

4.2.2.2. Outreach Facilitators

Most of the Cancer program coordinators reportatlttieir local programs perform outreach to their
communities and to minority populations. Many of ttoordinators work with churches in minority
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communities and minority organizations to provide&ational services and inform the community about
the screening services that are available for ungtsor underinsured persons. Some of the acBvitie
mentioned most are participation in health faiesyeloping community newsletters; advertising in
partner’'s newsletters; presentations by Canceisussand others who have been screened through the
program; working with the local NAACP chapter; apmeces on local TV and radio programs; and
doing health education in work areas where mirewitire working (working poor and may not have
health insurance). Several of the coordinators imeedl that program staff includes individuals wine a
bilingual and bicultural and come from the commynitarticularly African American, Hispanic and
Korean. The staff has relationships with existiocpl Health Department patients that are basedush t

in the system.

Some coordinators reported that they do not haypetform much outreach to minorities to expendrthei
grant funding, as they receive age appropriatenasfrom the local Health Department’s Breast and
Cervical Cancer programs, as well as referrals fobgsicians in the federally-funded health cliracsl
hospitals. Many of these referred participantsnaireorities.

Some of the local program coordinators discusséeach based on cultural perspectives — knowing the
minority population’s habits for receiving inforn@t, and cultural traits on how they will react to
specific messages, such as approaching African itares in barbershops, beauty salons, and the
subway, and the Asian community through their pastw is able to translate program services and
provide translation assistance if the patient wsdleecome for screening services.

Consensus among Cancer program coordinators ipehstnal contact is the most effective form of
outreach. Speaking with someone face-to-face pesvath opportunity to respond to specific questions
about their personal lives or their personal situtand these questions are very sensitive, especi
when talking about health matters. Additionallyaaking out to minority populations where they are
indicates that the program staff is putting iteelf there for the benefit of the individual, rattiesn
placing the responsibility on the individual to c®mo the program.

Conversely, some coordinators suggested that esi\duch as putting ads in newspapers, doing mass
mailings, and sending emails are not effective marfeoutreach. A few coordinators indicated that
health fairs and large group activities are alss leffective than personal contact situations.example,
people who attend health fares may receive infdonmabut there is no way of determining whether any
steps toward Cancer prevention or detection wdrsespuently made.

State level Cancer program staff identified twdlfiators to minority outreach and participationtire
program. First, one staff member stated that ceargtie aware that reaching minorities is a majar gb
the program. Second, it was mentioned that colareeincer screening was recently added to theflist
services to be evaluated by the national orgamizahat assess clinical practices; this is likelyncrease
screening among minorities.

4.2.2.3. Outreach Barriers

Barriers to minority outreach mentioned by locah@a program coordinators included the dilemma
involved with screening individuals who do not halke funds for treatment if they test positive. om
counties are not taking new patients because thigyhave the budget to fund repeat visits in theiog
year. With respect to program participation, it waggested that low minority participation may be
because this population has a plethora of moresimgegssues to deal with in their lives, becausedlis
competition for funds among minority groups and onity-focused organizations, and because those
organizing coalition meetings are not accommodatiegneeds of minorities (such as in terms of iooat
and cost). Finally, it was suggested that in sommties, there are few minorities, and/or many non-
minorities who are underserved and require services
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4.2.2.3. MOTA

Where MOTA programs are present, some Cancer progedrdinators indicated that MOTA assists
with recruiting minority individuals into the pragm and onto the coalitions. Activities that MOTA
engages to assist in minority outreach includeilstagvents where recruitment takes place, active
recruitment within the community or medical systearsd providing materials such as an article in a
newsletter about March for Colorectal Cancer AwassrMonth. Some coordinators report that the
MOTA vendor is not involved with minority recruitme When asked on the Cancer program coordinator
survey about their satisfaction with the assistaheg receive from the MOTA program to reach out to
minority populations in their jurisdictions, Can@®ordinators expressed neutrality in their satisba
with the assistance they receive from the MOTA paiogto provide outreach to minority populations in
their jurisdictions Il = 2.76) and to maintain and ethnically diversditioa (M = 2.75). While
approximately one-quarter (23.5%) of responderdgated that they are satisfied with assistancg the
receive from MOTA in providing outreach, over omérd (35.3%) indicated dissatisfaction.
Approximately one-third (31.3%) indicated satisfatwith MOTA’s assistance in maintaining an
ethnically and racially diverse coalition, and iatslly larger proportion (43.8%) indicated dissttetion
with this issue.

When asked about barriers to minority outreacH, dfahe State Cancer Program staff respondentisdsta
that MOTA experiences vary from county to countg do a lack of consistency across programs, and
that the varied experiences depend upon local ishgbe

4.2.3. What Changes, if any, Should be Made Regardi ng Minority Outreach and
Participation in the CRFP Cancer Programs?

4.2.3.1. Overview

Local programs are doing a good job of reachingomities in their jurisdictions. However, Additional
training and technical assistance around reachand to reach minorities, and working around languag
barriers may benefit the programs. In smaller dicisons, where traditional minority populationgar
sparse, redefining “minority” may enhance theifitibs to conduct outreach to other underserved
populations. DHMH CRFP staff suggested that coatitig needs and expectations between local
programs and MOTA could help enhance outreach. thuaidilly, providing ways for providers to be more
active in minority outreach was suggested as d legal change that could improve outreach.

4.2.3.2. Local Cancer Program Coordinators Suggess

Based on the data from the Cancer Screening ance€C&ulucation Databases, the local Cancer programs
are doing a good job of reaching minorities intthaiisdictions. The local Cancer program coordingt
indicated that as the CRF Cancer program has nthtsioehave the coordinators and coalitions in
performing minority outreach. Most reported theeatest success is in reaching the African American
populations, primarily through minority churchearlsershops, beauty salons and word-of-mouth, but
they have some degree of difficulty reaching oustteer minorities and cultures. Through trial ande
some coordinators have identified approaches tbat mdequately address the cultural issues of the
Hispanic population (more of a family focus), bahtinue to struggle with ways to reach other
populations, particularly those with significanb¢page barriers. Additional training or technical
assistance, or perhaps peer consultation amongdioators with significant similar populations magi
programs to overcome these issues.

In more urban/suburban areas of the state, thergraater numbers of Hispanic, Native American,
Korean, Chinese, and Haitian populations thaniial mreas, so outreach to these populations is more
difficult for some of the smaller and more rurdiigdictions. Some local coordinators suggestedttieat
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emphasis on reaching minority populations shouldeleexed where the minority populations comprise a
very small proportion of the overall populationsicther suggestion was to broaden the definition of
“minority” to include poor and impoverished indivdls.

4.2.3.3. DHMH Cancer Program Staff Suggestions

Most of the State Cancer Program staff made recordat®ns on ways to improve minority outreach
and participation in the program. They suggestatfbrhaps MOTA could help to ensure a common
experience across counties, and that more effedd to be made by private and primary care prosider
to identify minorities for screening as they comwmithe health care system. Such providers cantoroni
their patient data, evaluate whether they haveesan@norities adequately, and improve upon the rermb
screened. Finally, one State Cancer staff memlmgyestted implementing a pay for performance system
within which programs that are able to secure gr&tive participation in their coalitions are asged.

4.3: How well did the Local Community Health Coalitions Work?

4.3.1. To what Extent did the Local Health Coalitio  ns Reflect the Diversity of Each
Jurisdiction?

4.3.1.1. Overview

Most of the coalition lists for local cancer prograincluded information about the race of each
participant. To examine the extent to which thditoas represented the diversity of their jurigthas,
racial diversity of the coalition as a percent oélition members was compared to the racial dityecdi
each coalition’s jurisdiction.

The most highly represented races/ethnicities ancoagition members are White and African American.
This did not change from FY2002 to FY2006. Throughdaryland, the representation of African
Americans in cancer coalitions was similar to tegresentation of African Americans in the Maryland
population. The proportion of Hispanic/Latino cancealition members in FY2002 was similar to the
proportion in Maryland’s population, but subsequgdrs showed a reduction in the proportion, ragylt
in a slightly lower representation in coalitionsuthin the Maryland population. A similar trend wexted
with respect to Asian American cancer coalition rhemship. Conversely, the proportion of Native
American cancer coalition membership has remaioedistently higher than the proportion of Native
Americans in the Maryland population.

4.3.1.2. Coalition Representation

The most highly represented races/ethnicities ansoatjtion members are White and African American
(Table 4-30). This did not change from FY2002 ta@2B¥6. Throughout Maryland, the representation of
African Americans in cancer coalitions was simttathe representation of African Americans in the
Maryland population. In most jurisdictions therereveroportionally more African American cancer
coalition members than that jurisdiction’s AfricAmerican population. Baltimore, Cecil, and
Montgomery Counties saw increases in the propodfohfrican American cancer coalition members
from FY2002 to FY2006, while Allegany, Carroll, Havd, and Somerset Counties saw decreases. The
proportion of African American cancer coalition maens in most other counties remained relatively
stable from FY2002 to FY2006.

The proportion of Hispanic/Latino cancer coalittmembers in FY2002 was similar to the proportion in
Maryland’s population, but subsequent years shavetiuction in the proportion, resulting in a sligh
lower representation in coalitions than in the Mang population. A similar trend was noted withpest
to Asian American cancer coalition membership. @osely, the proportion of Native American cancer
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coalition membership has remained consistentlyditiian the proportion of Native Americans in the
Maryland population. It should be noted that inmies with small coalition memberships, and with
small minority populations within the jurisdictignsmay be difficult to maintain representationadif
racial minority groups within the coalitions. Seables D-22 through D-26 in Appendix D for
jurisdiction-level detail.

Table 4-29. Race/Ethnic Makeup of Cancer Coalitionby Race/Ethnicity, Fiscal Year, and Census

Race/Ethnicity FY2002 FY2003 FY2004 FY2005 FY2006 2000
Census
African American 30.5% 28.6% 30.5% 31.1% 28.7% 27.9%
Hispanic/Latino 5.6% 4.0% 3.2% 3.6% 3.5% 4.3%
Asian 5.3% 4.0% 3.5% 4.2% 3.8% 4.0%
Native American 4.8% 1.4% 1.6% 3.6% 1.3% 0.3%
White 53.7% 62.1% 61.1% 57.4% 62.8% 64.0%
Number of coalition members 374 807 855 883 712 n/a
indicating race

Source: Annual Cancer Grant Proposals and 2000 Census, to show Maryland’s race/ethnic population makeup

Some coalition lists did not indicate the raciadkdown of coalition members. Note that the catouia
used in this section include only members for whiaoe/ethnicity was indicated. Therefore, the total
number of coalition members on any particular ¢cmslimay be greater than the number of coalition

members included in this section.

Some of the Cancer program coordinators indicateshd in-depth interviews that they work with their
MOTA grantees to enhance the diversity on theiall@ancer coalitions. Much of those recruitment
activities are conducted through churches. MOTAdees also have worked with the local program to
plan and hold events to try to recruit minoritiedbth participate in the coalition and to apply rani
grants that are available through the local program

Findings from the Coalition Members Surveys indiciat more than half (55.2%) of the organizations
represented on the local CRFP Cancer coalitiomsgity serve minority populations. Many of the
organizations represented have a primary focugomng medically underserved (44.4%) and low
income (45.9%). This suggests that Maryland’s fisiggopulations are being represented on the
coalitions. See Table A-1 in Appendix A for juristion level details.

4.3.2. What was the Extent of the Active Participat
the Local Cancer Coalitions?

ion by Community Organizations on

4.3.2.1. Overview

The frequency with which local programs meet angyabvides ample opportunity for coalition
members to be active participants. Almost all ef tbalition members that responded to the Coalition
Members Survey indicated that they attended at teees coalition meeting in the year prior to thevsy.
The coalitions are comprised of individuals fromltiple community sectors. Although, according to
local Cancer program coordinators, the main re#isatncoalition members joined the coalitions early
was because they were interested in obtaining fgnaiver time, the coalition members have become
people who have a vested interest in cancer scrggmievention, treatment, and education.

4.3.2.2. Local Meeting Frequency and Publicity

According to the surveys conducted with Cancer fanwgcoordinators, almost one-half (41.7%) of the
Cancer programs hold both coalition and subcomeitieetings. Most of the coalitions (58.3%) meet at
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least four times per year, with the remainder mggttiree (12.5%), two (25.0%), or one (4.2%) tipes
year. Similarly, most subcommittees (90.0%) meé&tat four times per year, with a few meeting two
(10.0%) times per year. Most of the local Cancaliton member (81.9%) respondents to the members
survey indicated that their coalitions meet attiéasr times per year, and approximately one-half
(41.8%) of members belonging to jurisdictions withir or more meetings per year indicated that ey
to all of the meetings, and 89% of respondentscatdd that they went to at least one meeting ipést
year. (See Table A-2 and A-3 in Appendix A for gdliction level details).

Local Cancer programs use multiple modes for pigitig and reminding members of upcoming
coalition meetings (Table 4-31). The most commomgsaaf publicizing meetings are reminders at
meetings (66.7%), word of mouth (66.7%), emailnteiinet (62.5%), and mailings (58.3%). Some
respondents reported publicizing meetings throoghlimedia (16.7%), public posting (12.5%), and by
telephone (4.2%). Other ways of publicizing meedimgluded invitations being sent out and partner
newsletters.

A similar pattern emerged with respect to remindinglition members of upcoming meetings. The most
common methods indicated by the local program doatdrs were reminders at meetings (79.2%), email
or internet (66.7%), mailings (66.7%), and wordrafuth (50%). Local media (12.5%) and telephone
(8.4%) were indicated by few as their source foidagg reminders. No respondents indicated using
public postings or any other methods for remindmgmbers of upcoming meetings. With the exception
of word of mouth and reminders at meetings, theepabf results was similar among coalition members
responses to the question of how they are reminflagcoming coalition meetings (see Table A-4 in
Appendix A for jurisdiction-level detail).

Table 4-30. Sources of Meeting Publicity and MeetmmReminders for Cancer Coalition Meetings

Coalition

Coalition Coordinators Members

o _ . Publicity Reminders Reminders

Sources for Providing Meeting Information (N = 24) (N = 24) (N = 194)
Reminded at meetings 66.7% 79.2% 42.3%
Word of Mouth 66.7% 50.0% 17.0%
Email/Internet 62.5% 66.7% 68.6%
Mailing 58.3% 66.7% 41.8%
Local Media 16.7% 12.5% 3.1%
Public Posting/Bulletin Board 12.5% 0.0% 2.6%
Other 12.5% 0.0% 1.5%
Meetings are not publicized 12.5% — —
Telephone 4.2% 8.4% 12.9%

Source: Local Cancer Coordinators Survey and Local Coalition Members Survey
4.3.2.3. Community Representation on Coalitions

According to local Cancer program coordinators,|tital CRF Cancer coalitions are comprised of
individuals from varied backgrounds. All coalitiom&lude members of the local health departmends an
health care workers other than physicians. Modlitamss also include members from non-profit
organizations (95.8%), hospitals (91.7%), faithdshsrganizations (87.5%), and physicians (58.3%).
Approximately one-half of coalitions contain menmdbamho represent local elected officials (50.0%),
colleges or universities (50.0%), community-baseghnizations (45.8%), schools (41.7%), law
enforcement (41.7%), and substance abuse agedtig84). The least represented groups on coalitions
include grassroots organizations (37.5%), localfasses (29.2%), youth organizations (25.0%), and
media (8.3%). Other Cancer coalition members irelind cancer survivors, parks and recreation,
Departments of Social Services, and MOTA grantéablé 4-32).
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While between 80.0% and 100.0% of respondentsaneiicthat most types of coalition members are
active contributors to their coalitions, approxigigtone-half of respondents indicated that theitoal
members representing local businesses (42.9%) addr(b0.0%) are not active contributors to their
coalitions. The coalition members who respondetieédCoalition Members Survey indicated what
organizations they represented. According to ttesiponses, almost all jurisdictions have coalition
representation from non-profit organizations. Hoerevhe percent of jurisdictions that had respotgien
from each of the other categories of representatinged from zero (media representation) to 75%a(lo
health department and health care). If it is assutinat members who are active on the coalitionsldvou
be likely to respond to a survey about their pgréition, then the levels of activity assumed byaloc
coordinators may be overstated. See Table A-7 efdix A for jurisdiction level detail.

Table 4-31. Cancer Coalition Member Representatioand Activity

Coordinators Indicating Jurisdictions with
Represented on Coordinators Representative
Coalition Indicating Active Survey Respondent
Community Segment (N =24) on Coalition (N =24)
Local health department 100.0% 100.0% 75.0%
Health care 100.0% 95.8% 75.0%
Non-profit organizations 95.8% 91.3% 95.8%
Hospitals 91.7% 95.5% —
Faith-based organizations 87.5% 100.0% 54.2%
Physicians 58.3% 85.7% —
Local elected officials or government 50.0% 95.0% 25.0%
Colleges/universities 50.0% 83.3% 41.7%
Community-based organizations 45.8% 90.9% 50.0%
Schools K-12 41.7% 90.0% 12.5%
Law enforcement 41.7% 90.0% 20.8%
Substance abuse agencies 41.7% 80.0% 20.8%
Grassroots organizations 37.5% 100.0% 41.7%
Other (specify) 29.2% 71.4% 62.5%
Local businesses 29.2% 57.1% 41.7%
Youth organizations 25.0% 100.0% 8.3%
Media 8.3% 50.0% 0.0%

Source: Local Cancer Coordinators Survey and Coalition Members Survey

Cancer program coordinators were asked aboutc¢halition membership during in-depth interviews.
When asked why coalition members joined the lo@ald@r coalitions, many Cancer coordinators
indicated that when the local coalitions were fargyithe main reason that coalition members joinas w
because they were interested in learning if theydcobtain or increase their funding for cancerjgets.
However, as time went by and the local programeldg@ed their funding initiatives toward education,
outreach and screening programs, and the amouiné &@RFP grants were depleted or diminished,
coalition members who joined solely to attemptamdgunding left the coalitions. Currently, the ttian
members are people who have a vested interesh@ecacreening, prevention, treatment, and educatio
These individuals are often personally affecteddycer, representatives of the minority community
interested in getting services for people in tkemmunity who do not have resources, or members of
organizations (such as the American Cancer Sodiet#y)have a focus on cancer.

Some coalition members were invited to join thelitoas at the start of the programs, to get the
programs up and running, and have maintained plositions on the coalitions. A few coalition menser
came from groups or coalitions that already exigtéar to the initiation of the CRF Cancer prograins
addition to the types of members already mentiotiexicoalitions contain representatives from hadgit
physicians and healthcare providers, local couatseghment, Hospice, and legislatively required
participants who are unified in their concern al@ancer control.

Contract Number: DHMH/OCPMP-06-9044 Cancer Progframlings 169



Comprehensive Evaluation of the State of
Maryland’s Cigarette Restitution Fund Program

Local CRFP Cancer coalition members were askedtdimw they were invited to join their coalitions on
the Coalition Members surveys. The most commonoresp was that members were recruited to join the
coalitions by the local health department (36.0%)owed by being recruited through their own
organizations (29.4%). Some members (10.7%) wetresgouited to the coalition, but are there as phrt
their job description. An equal proportion of resdents (7.9% each) indicated that they were restuit

by MOTA or by another coalition member. Other way$eing recruited to join the CRFP Cancer
coalition included through another local coaliti@7%), through a family member (0.9%), or other
unspecified (3.3%) (See Table A-8 in Appendix Ajfmisdiction level detail).

4.3.3. To what Extent did the Local Health Coalitio  ns participate in the Development of
Cancer Control Efforts?

4.3.3.1. Overview

Coalition members are an integral part of the glagprocess for the local Cancer programs. Thegtass
in planning and development of the local programwell as providing input about the needs of their
communities.

4.3.3.2. Local Program Coordinator Perspective

Some local Cancer program coordinators indicatatlttte main reason that coalition members currently
join the local Cancer coalitions is to help plawl aesign the local programs. According to the Cance
coordinator survey results, almost all (90.9%) paog coordinators find coalition members’ input into
the program planning to be important. During thel@pth interviews, a majority of the Cancer
coordinators reported their coalition members @ elpful to the local program. Many mentioneath
their coalition members participate in planningtfoe program by developing action plans, missiah an
vision statements, policy and procedures on cagnbecation, and developing new brochures and
advertising. Some mentioned that coalition membleego be part of the decision-making process, and
areas specifically mentioned were priorities farding, identifying potential funding sources, and
developing strategies for dealing with cancer-salassues. Other coalition members are active in
providing outreach and health education in the canities, planning and participating in health fairs
and making presentations for the program. Manyefdoordinators indicated that contributions frdwaut t
the Black churches have been an important aspebenfprograms’ outreach and education activities.
Some coordinators mentioned that their coalitiomioers network with the various service and health
care providers in their jurisdictions, sharing mhation about their programs and working to leverag
resources (financing for projects of mutual interesationships and trust, collaboration, sharing
expertise, and learning experiences).

In addition to assisting in the planning and depeient of the local programs, many of the coordirsato
indicated that one of the most significant conttitws the coalition has made to the program isigding
input about the needs of the community. The memblergify the needs and approaches that need to be
used for the different populations (Hispanic, AfncAmerican, Asian, Native American), and bring the
perspective of a person without insurance and ategEurces into perspective, grounding the prognam
what patients have to deal with, or explaining éssfaced by caregivers. A few coordinators also
mentioned the linkages to care and support for etiedr that have occurred among the provider
community through the coalition membership. Theowes organizational members have stepped up to
the plate to form a service system that will natvie the patient floundering.

4.3.3.3. Local Coalition Members Perspective

Coalition members were given an opportunity to mevheir perspectives on the extent of their @gtiv
and contribution to the local Cancer coalitionsg&eing coalition meetings, cancer coalition meraber
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expressed satisfaction with the agendas and miofitegetings1=4.36), as well as with the format
(M=4.22), frequencyNi=4.23), and time of day of the meetin§$=4.11). Members also expressed
satisfaction with the capacity of the meeting rodMs4.31), the way in which they are informed about
meetings M=4.44), and the geographic location of the meet{iMys4.39). Regarding outreach to
minority communities, respondents indicated thaytivere satisfied with efforts of the local progeam
(M=4.25) (See Table A-9 in Appendix A).

When asked to indicate their level of satisfactidth general member contribution, coalition member
respondents expressed satisfaction that membetsheae items to the meeting agendis=¢.06) and

the chairperson encourages discussion of the if®m4.35). They were satisfied that members are able
to provide input into developing CRFP plai=3.92) and designing local progranh4<3.92), as well as
with the ability to provide input during their ingghentation§1=4.00). Coalition members responded that
they were satisfied that members’ ideas are ingatpd into the local program plal£4.02), its design
(M=3.98), and implementatioME3.97). They were also satisfied that the missi®ion, and value of

the program is clearly communicated to membkrs4.22) (See Table A-10 in Appendix A).

Regarding personal contribution, members expressesfaction with the level to which they have
personally contributed items to the meeting agefidla3.81) and have participated in meetings by
speaking on the agenda iter=4.03). They feel satisfied with the degree to \wtteeir contributions
are taken into account for local program plannig38.93), designNI=3.76), and implementation
(M=3.76) (See Table A-11 in Appendix A).

4.3.3.4. Local Coalition Meeting Observation

Observations of a selection of CRFP Cancer coalitieetings revealed that, in general, individueds a
invited and encouraged to contribute to meetingsntaller jurisdictions, the meetings appear ttebs
formal and structured, whereas in the larger juctszhs, the format was more presentation orienited.
most jurisdictions, the individual leading the niegtwent over the screening accomplishments for the
period between the prior and current meetingsodatid coalition members discussing their activities
during that same period. In many cases, coalitiembers would present an issue or barrier to their
plans, or an issue that they would like to workamg discussion of resolutions and ideas among alll
attendees followed.

4.3.4. What Factors Contributed to, or Hindered, th e Effectiveness of the Local Health
Coalitions?

4.3.4.1. Overview

Coalition members provide valuable input into piagrand implementing program activities. Having
coalition members who are service providers assitsthese efforts. However, finding times for
coalition meetings that promote attendance, gettisgnembers to take more of a leadership rolerimes
of the Cancer program initiatives and trying talfinays to keep members interested and participating
over time has been challenging. According to Seatel CRFP Cancer staff, there is a lack of coanisy
in implementation resulting in varying coalitionptiences from county to county.

4.3.4.2. Local Health Coalition Facilitators

During in-depth interviews, some of the coordinatspoke of the efforts coalition members were
making, both in the coalition and in subcommitteedevelop action plans, mission and vision
statements, and to develop and provide input @ategjtes for the Cancer program. A few of the
coordinators spoke of the individual contributianade by members to provide advice and counsel in
developing programs to address new types of cdpbgsicians providing specific medical input);
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professionals providing media advice; and an aftpassisting with contract development. The caatiti
members provide valuable input into planning anlding events in the community to make the most of
the programs’ limited resources.

Participation of service provider representativethe coalition helps to facilitate interagency
communication and build networks to establish lgdsito care and support and leveraging financial
resources. A few coordinators spoke of coalitiorolmement in setting priorities for funding and of
member bringing grant opportunities to the coatiscattention. Some of the coalitions also arevad
raising awareness of the Cancer program in th@maonities by disseminating information, participati
in Health Fairs, and participate in outreach prow&®y doing presentations.

4.3.4.2. Local Health Coalition Barriers

During the in-depth interviews, the local Cancergsam coordinators expressed wide-ranging responses
about the operations of the coalitions. Coordiraexpressed that activity levels of coalition merabe
ranged from providing full support for the coalit®to passive attendance to meetings. Some Cancer
program coordinators questioned the need for loealitions. Many of those not questioning the nieed
a coalition mentioned, however, that there have Imegnerous issues raised in trying to get the toa$
to operate as anticipated. Some of these issuds/arg to find appropriate times where coalition
members are free to meet; getting the membergkéontre of a leadership role in some of the Cancer
programs initiatives; trying to find ways to keepmbers interested and participating over time, and
motivating the members to move from an advisorg tolone where they participate in the program'’s
activities. A few interviewees mentioned that sitioe funding has not grown, the program has takea o
more stable role, and the coalition members ddawe significant initiatives to peak their integest

Smaller jurisdictions in particular have a diffictime with maintaining an active coalition becatise
people who would volunteer to participate on thalition are usually the same people who are adtive
other volunteer roles. This makes scheduling amticgzation in meetings difficult, as well as mogithe
members into a more active role as they only hianieeld time to donate to the program. A few of the
coordinators suggested that perhaps a regiondtionaliould be more appropriate in smaller
jurisdictions with programs that are similar. A feaordinators questioned why the coalition was
necessary if the functions of the coalitions cduddprovided through other means, such as a wellness
council.

When State level Cancer Program staff were askddstniss what factors hindered the effectiveness of
local coalitions, most indicated that coalition expnces vary from county to county because trseee i
lack of consistency in implementation. They belighvis is a result from the dependency of succedb®n
support provided by the local health officer, thel of internal clarity on the ongoing purposehsf t
coalitions, and the lack of clear guidance provittedoalitions. They added that a lack of direct
supervision and thus accountability compounds thesklems. State Cancer Program staff also noted
that coalitions that were created from scratch hetébeen as successful as coalitions that were in
existence prior to the CRFP. Another issue mentlas¢hat difficult expenditure reporting requireme
create tensions between county coalition managers@alition participants. When coalition partigips
do not want to deal with complex reporting requiesns, county coalition managers rescind funding to
these participants which leads to frustration.
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4.3.5. What Changes, if any, Should be Made Regardi ng the Local Community Health
Coalitions?

4.3.5.1. Overview

The suggested coalition changes from the localpeeti/e include more leadership among the coalition
members, greater representation of community mesr{wgro are not receiving funding) on the
coalitions, and greater minority representatioonirthe State CRFP Cancer staff perspective, local
programs should try to utilize existing coaliticarsd to combine coalitions from other existing pctgeto
the extent possible. Also, local programs coulara® accountability of the coalition members by
outlining planned activities for their coalitiors accomplish.

4.3.5.2. Local Program Coordinator Suggestions

A majority of the local Cancer program coordinatosntioned that they would like their coalition
members to be more active and to take active Ishigeroles. Some noted that the representatives fro
the organizations that are paid attendees havérhéljobs and, although they participate in megtiand
an occasional workshop, they do not have the totake a more active role. Some of the coordinators
mentioned that they would like to have more membartheir coalition from the community, particujarl
minority representatives, to increase minority ipgraition. As some of the local programs are evajvi
into programs to address other cancers, they wik@do have people with different perspectiveded
coordinators would like their coalition membergtuticipate in more of the free education programs
workshops that are available to them so that theyidvbetter understand what the jurisdiction’s pang
is trying to accomplish.

Some of the coordinators reported that they haffiewdty moving their coalition members beyond a
more passive role where they attend meetings atahlio what is being done. However, members do not
appear to have interest in moving beyond meetitgmdance to having a more active role in program
implementation. One of the challenges appears thdiesince the funding for the Cancer program has
decreased in the past few years and the prograntisige to fund the same residual services, coalitio
members do not see much of a challenge in partiognaso do not take an active role in the program.
This was mirrored by State level Program staff withicated that the involvement of the coalitionswa
much greater during the start of the program batt dingoing involvement is limited in many countiks.
has been difficult for some coordinators to invagertheir coalition members to be more participattir
was suggested that establishing a system of pegiomsepairing jurisdictions with strong coalitiongth
those areas where the coalition effort appeare &ttuggling, may be a helpful solution.

The only suggested Cancer coalition change madechy health officers was that the coalitions would
benefit from having more community members whoraieassociated with organizations receiving
funding. However, most local health officers did have any suggested changes for the coalitiomeeSo
of the coordinators discussed efforts to restriectiieir coalitions, trying to increase represeatatind
attract a more diverse membership. These commppesaato focus around a desire to reach specific
minority populations that are more specific to madividual jurisdiction. A few coordinators expredse
concern that the mandatory memberships on thetiomalimake it more difficult for them to gain more
community advocates/representatives.

4.2.5.3. DHMH Cancer Program Staff Suggestions

State level CRF Cancer Program staff had some stigge for changes to the local coalitions. One
suggestion was for local programs to utilize ergpitoalitions and to combine coalitions from other
existing projects to the extent possible. Locafpams could also enforce accountability of the itioal
members by outlining planned activities for thaialitions to accomplish. State staff could assishie
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process of improvement by encouraging reluctanbhties to feel more comfortable learning from other
counties that can share best practices and byZimgithe guidance for coalitions that are curnetl
draft form.

4.4. What Impact did Funding Levels for the Cancer Local Public Health Programs and
the Statutory Limitations on Shifting Funding Among Components Have on Program
Implementation and Effectiveness?

4.4.1. To what Extent Were Cancer Program Funding L  evels Adequate for the Local
Jurisdictions to Implement the CPEST Program?

4.4.1.1. Overview

Fluctuations in funding appear to be related totflations in screening provision, and to some degre
education provision by the local programs. Locah€&a program coordinators expressed mixed levels of
satisfaction with funding levels, with a majoritydicating that they do not receive enough funding t
maintain and grow their programs. It has been qa#ily difficult to balance education activitidsat
increase awareness of and interest in the progr#mstwinking funds allocated to screening actesti
These concerns are shared by local health offiedrs,additionally stated that cuts in funding may
contribute to a lack of sustainability of the praxgs in that they result in staffing cuts and irsloé

interest from subvendors and providers. Programie had to re-prioritize their programs as fundsehav
been cut, for example, reducing or eliminatingtireznt as a service that they offer.

4.4.1.2. How Funding Affects Screening

As mentioned earlier in this chapter, fluctuatianscreening provision, and to a lesser degreeatitunc
provision, coincides with fluctuations in fundinftbe Cancer Program. Furthermore, as illustrated i
Figure 4-8, it appears that as Local Public Hefltlding remains at decreased levels, screeninggioov
continues to decline. It should be noted that Ipcagrams appear to be moving away from the less
expensive FOBT screenings to enable provision akrgolorectal cancer screenings.

According to the Cancer coordinators survey resaitsrall, local Cancer program coordinators
expressed neutrality with the funding they havesing for implementing their progranid & 2.92).
While 41.6% of local Cancer coordinators indicateat they are satisfied with their level of funding
45.8% indicated that they are not satisfiedsponses to interview questions about fundingdevere

also mixed. A few coordinators indicated that tliending levels are appropriate for them to implate
their programs, but a majority indicated that theynot receive enough funding. They pointed out tha
initially, when the programs were just getting wedr funding was more available, but in recent yeiar
has been reduced and then remained relativelyestablthe programs began to reach people with their
education programs, and people became interestedeiving screenings, funds were reduced and then
not increased as the demand for services increassa.the screening programs began to identifypfeo
who needed intervention surgery and treatmentdtiveaCancer, and the funds were flat. Several
coordinators discussed the escalation of coststébt, educational materials, and screenings, hed t
funding levels have not been raised to addresg tlheseasing costs. As a result, the number oficesyv
provided has decreased.
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Figure 4-7. Number of Annual Cancer Screenings Pragted and Annual Local Public Health
Funding
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Funding issues were the most common barriers itetiday local health officers, even when asked for
their general thoughts about program barriers. Lioealth officers were also asked specifically @bou
how issues with funding affect their local Cancergrams. Most local health officers echoed what the
program coordinators said, indicating that shiftéunding are a hindrance to the Cancer progrartisain
they result in a reduction in the number of scnegsithat they can provide and in the amou